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of alcohol consumption with negative sexual outcomes in
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CHAPTER I
INTRODUCTION
The magnitude of the alcohol problem on American
college campuses is well-documented (Gliksman, 1988; Kraft,
1988; NIDA, 1990). A plethora of research also concerns
itself with sexually transmitted diseases (STDs)(Samuels,
1989; Cochran et al., 1990; Frisch et al., 1990), unplanned
pregnancy (Maciak et al., 1987; Sawyer and Beck,1988;
Whitley, 1990), and coercive sex (Koss et al. 1987; Meilman
et al., 1990; Abbey, 1991) on campus. However, the
relationship between alcohol consumption and these
undesirable, negative sexual outcomes has received very
little research attention (Flanigan, 1990; Abbey, 1991). A
partial exception to this is date rape; in very recent
years, alcohol has been one of many factorsexplored in a
few key date rape studies (Kanin, 1985; Koss et al., 1987;
Muehlenhard and Linton, 1987). However, there remains a
surprising dearth of prevalence data on the relationship of
alcohol consumption to date rape (Abbey, 1991).
Medical professionals in the field of sexual health
receive sporadic anecdotal information from their clients
and colleagues, but have scant scientific data on the
relationship between alcohol consumption and the incidence
of negative sexual outcomes (Abbey, 1991). These outcomes
weigh heavily on college women; they often have lifelong
adverse effects on their physical, economic, and
psychological health (Warshaw, 1988; Maciak, 1987).
Considering the ready availability of effective
contraception, pregnancy rates on campus remain high.2
National estimates indicate that most campuses experience
pregnancy rates of between 6% and 10% (Dorman, 1981;
Edmunds, 1983; Sawyer and Beck, 1988). Approximately 90% of
these pregnancies are aborted. A significant proportion of
college students are poor contraceptors; among sexually
active university students, approximately 25% use either
highly unreliable methods such as douching or withdrawal, or
no method at all (Murray et al., 1989).
Similarly abysmal practices are followed in the area of
STD prevention: in a survey of college students, Gray and
Saracino (1989) found that 66% of those who had vaginal
intercourse reported not using a condom. This low rate of
condom usage, as well as other safe sex practices such as
long-term monogamy, is consistent with other studies
(Baldwin and Baldwin, 1988; Strunin and Hingson, 1987).
These studies point out an enormous gap between
knowledge and behavior in the area of college students'
sexual choices. Gray and Saracino (1989) found no direct
relationship between accurate knowledge of AIDS and sexual
behavior (r= -.0126).Several other studies have found that
while student comprehension of the principles of and reasons
for safer sexual practices is high, implementation of these
practices remains low (Ishii-Kuntz, 1988; Baldwin et al.,
1990; Cochran, 1990; Crawford, 1990).
College students certainly possess the requisite
knowledge to prevent unwanted pregnancies and sexually
transmitted diseases. What is it then that prevents them
from putting knowledge into practice?
Many researchers believe that college-age people simply
do not, and possibly cannot, perceive themselves to be at
risk of acquiring STDs because of their sense of personal
invulnerability, which is a typical developmental belief of
this age group (Keyser-Smith and Stoil, 1987). Many studies
have verified this notable absence of self-perception of
risk (Jedlicka and Robinson, 1987; Murstein, et al., 1989;3
Chapman, 1990).
Of central interest to this study, another important
variable may influence both self-perception of risk and the
gap between sexual knowledge and sexual behavior: alcohol
consumption.Given the major role that alcohol plays in
collegiate social life, it seems quite possible that alcohol
also plays a major role in widening this well-documented
sexual knowledge/behavior gap. However, that role has not
been empirically demonstrated or quantified (Flanigan, 1990;
Abbey, 1991).
The model below (Fig. 1) offers a theoretical map of
the ways that alcohol consumption may influence negative
sexual outcomes:
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Figure 1. Chain Reaction Model of Alcohol Consumption.
In a conditional chain reaction, the college environment and
individual factors contribute to alcohol consumption;
alcohol consumption causes expectancy effects and changes in
cognition and behavior; these effects may lead to risk-
taking sexual behavior; and such risk-taking may lead tonegative sexual outcomes.
Statement of the Problem
A great deal of research has been conducted to identify
the parameters of alcohol consumption and problems on
campus. Similarly copious research concerns itself with STDs
(Samuels, 1989; Cochran et al., 1990; Frisch et al., 1990),
unplanned pregnancy (Maciak et al., 1987; Sawyer and Beck,
1988; Whitley, 1990), and coercive sex (Koss et al. 1987;
Meilman et al., 1990; Abbey, 1991) on campus. It is
generally assumed that alcohol consumption plays some role
in the advent of all of the aforementioned negative sexual
outcomes. However, the specific role that alcohol plays has
received very little research attention, and the
relationship between alcohol consumption and negative sexual
outcomes has not been empirically demonstrated or quantified
(Flanigan, 1990; Abbey, 1991).
Purpose of the Study
The purpose of this study was to assess the association
of alcohol consumption with negative sexual outcomes in
college women.Specifically, this study attempted to
determine this association in a population of women students
from Oregon State University and Western Oregon State
College (n =431).
This study was intended to provide direction for
sexuality education and alcohol education programs on
college campuses. It will do this by providing health
educators with facts that support the case for controlled
drinking or abstinence: not for moral reasons, not for
religious reasons, but for quantifiable health and safety5
reasons. Alcohol and sexuality education programs need to
dovetail their efforts: all the sexuality education in the
world can never achieve its aim if students are routinely
out of control because of excessive alcohol consumption.
Objectives of the Study
The study addressed the following research objectives:
1.Review the literature related to alcohol consumption,
alcohol's effects on judgement and cognitive
functioning, negative sexual outcomes, and college
women.
2. Develop and administer an instrument designed to assess
the impact of alcohol consumption on specific negative
sexual outcomes in college women.
3.Assess the association of the three independent
variables-
1. average monthly alcohol consumption by the women
surveyed,
2. frequency of alcohol consumption by the women
prior to sexual intercourse
3. frequency of alcohol consumption by their sexual
partners prior to sexual intercourse
with each of the five dependent variables-
1. total number of negative sexual outcomes
2. total number of incidents of STDs
3. total number of incidents of sexual coercion
4. total number of pregnancies and/or pregnancy
"scares"
5. frequency of condom usage6
5. Obtain and compare selected demographic factors from
the study subjects.
6. Provide future programming recommendations for college
health educators.
Research Questions
The study considered the following research questions:
1. Is there an association between monthly alcohol
consumption and the incidence of negative sexual
outcomes among college women?
2. Is there an association between the frequency of female
alcohol consumption prior to intercourse and the
incidence of negative sexual outcomes among college
women?
3. Is there an association between the frequency of female
alcohol consumption prior to intercourse and the
incidence of negative sexual outcomes among college
women?7
Hypotheses
1. H.:Among college women there is no significant
association between monthly alcohol consumption
and...
a. ...the number of negative sexual outcomes
experienced
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies
and/or pregnancy "scares".
e. ...the frequency of condom usage.
H.:Among college women there is a significant
association between monthly alcohol consumption
and...
a. ...the number of negative sexual outcomes
experienced
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies
and/or pregnancy "scares".
e. ...the frequency of condom usage.
2. 110:Among college women, there is no significant
association between the frequency of alcohol
consumption prior to intercourse and...a. ...the number of negative sexual outcomes
experienced
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies
and/or pregnancy "scares".
e. ...the frequency of condom usage.
Ha:Among college women, there is a significant
association between the frequency of alcohol
consumption prior to intercourse and...
3- Ho:
a. ...the number of negative sexual outcomes
experienced
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies
and/or pregnancy "scares".
e. ...the frequency of condom usage.
Among college women, there is no significant
association between the frequency of their sexual
partners' alcohol consumption prior to sexual
intercourse and...
a. ...the number of negative sexual outcomes
experienced
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
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contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies
and/or pregnancy "scares".
e. ...the frequency of condom usage.
Ha:Among college women, there is a significant
association between the frequency of their sexual
partners' alcohol consumption prior to sexual
intercourse and...
a. ...the number of negative sexual outcomes
experienced
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies
and/or pregnancy "scares".
e. ...the frequency of condom usage.10
Terminology
The following terms have been defined to clarify their
use in the study:
1. Negative sexual outcomes: Undesirable consequences of
sexual intercourse and sexual drives, specifically,
sexually transmitted diseases, unwanted pregnancies,
sexual coercion and rape.[As opposed to positive
sexual outcomes such as pleasure, bonding, desired
offspring, etc.]
2. STD: Sexually transmitted disease.
3.Coercive physical contact: Unwanted hugging, kissing,
or touching.
4. Coercive sex: Sexual intercourse (vaginal penetration)
that was undesired by the woman but forced through
verbal coercion and/or threats by the man.
5. Date rape: Sexual intercourse (vaginal penetration)
that was undesired by the woman but accomplished
through physical force by a man the woman had agreed to
accompany on a date.
6. Stranger rape: Sexual intercourse (vaginal penetration)
that was undesired by the woman but accomplished
through physical force by a man unknown to the woman.
7.Unplanned pregnancy: A pregnancy that occurs even
though a woman did not want to become pregnant.
8. Pregnancy "scare": When a woman, knowing that
unprotected intercourse has taken place, seeks a11
pregnancy test.
Limitations and Delimitations of The Study
The design of this study has several limitations.
First, as with all research based on self-report, absolute
objectivity or accuracy in the information reported cannot
be guaranteed.
The second major limitation was that the subject sample
was neither random nor representative; rather,it was a
limited census drawn from the student health centers and the
HHP 231 classes.
The third major limitation was that the percentage of
male-female interaction that involves alcohol consumption
was unknown.
Delimitations of this study included that only women
were surveyed, the survey population was not large enough to
fill all cells of interest for all statistical tests
(particularly stranger rape), and that the data was
collected at a single point in time for each individual
rather than through longitudinal study. A longitudinal study
could have given a more comprehensive and accurate picture
of the true association of alcohol consumption and negative
sexual outcomes over time.
Another delimitation of this study was the choice of
subjects. The Student Health Centers were chosen as subject
sources because of the ready availability of subjects,the
support the SHC staffs were willing to give to this
research, and because it seemed likely that more subjects
would be found who had experienced negative sexual outcomes,
particularly STDs, than if subjects were more randomly
selected. The HHP class was selected to provide a non-
treatment-seeking comparison group;comparisons between the
two indicated that there were significant differences12
between them, primarily age (the SHC group was older),
sexual experience (the SHC group had more), alcohol
consumption (the SHC group drank less), and Student Health
Center usage (see Table 1 below). These differences served
to somewhat confound the usefulness of the class comparison
group. These differences are also an indication thatboth
the WOSC and the OSU SHC groups may not be representative of
their colleges, or of college students on the whole.
Table 1.Student Health Center Usage.
Percentage That Used the
Student Health Center
Since September, 1990
OSU Student Health Center 87.2%
WOSC Student Health Center 80.2%
TOTAL Student Health Centers 84.3%
OSU REP 231 Classes 65.5%
WOSC BHP 231 Classes 62.7%
TOTAL H2112 231 Classes 64.4%
The following chapter will explore the literature
related to the topics introduced herein:alcohol
consumption on college campuses and its effects on
perception and cognitive functioning, risk-taking behavior,
and negative sexual outcomes in college women.13
CHAPTER II
REVIEW OF LITERATURE
Introduction
The relationship between alcohol consumption and
negative sexual outcomes in college women is not a direct
one. There is a conditidhal chain reaction in between the
two that was depicted in the model in Chapter I:the
college environment and individual factors contribute to
alcohol consumption; alcohol consumption causes expectancy
effects and changes in cognition and behavior; these effects
may lead to risk-taking sexual behavior; and such risk-
taking may lead to negative sexual outcomes:
Environtnantalfindividuat
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Figure 2. Chain Reaction Model of Alcohol Consumption.14
This chapter will review the literature concerning each link
in this chain in turn.
I.ALCOHOL CONSUMPTION ON COLLEGE CAMPUSES
The tradition of drinking alcoholic beverages is so
interwoven into college life in America that it is difficult
to imagine what a completely "dry" campus would be like.
Drinking is a central part of fraternity and sorority life,
part of dating and social life, and part of the
socialization process that trains young would-be
professionals for their future.As Horowitz (1987) found in
her lengthy study of campus life, drinking on campus has its
roots clear back in the 18th and 19th centuries, when
competitive young men "indulged their love of rowdiness and
good times in ritualized violence and sanctioned drinking."
Most students arrive on campus having already at least
experimented with drinking, and a significant number of them
have already established a pattern of heavy consumption
(Johnston et al., 1986). As high school students move into
their college years, alcohol consumption increases. Alcohol
consumption has been shown to be greater among college-aged
adults (ages 18-25) than for youths (ages 12-17) or older
adults (ages 26 and over).In 1986 NIDA reported that 72%
of college-aged adults drank during a typical month,
compared to 32% of youths and 61% of older adults. College-
aged adults were also found to be the maximum consumers of
alcohol on any given day, with 25% of them reporting having
five to ten drinks at one sitting, contrasted with 9% for
youths and 11% for older adults (NIDA, 1986).
In the 1990 NIDA National College Survey, the
following results were obtained: 93.1% had tried alcohol at
some time in their lives; 89% had consumed alcohol in the
previous year; 74.5% had consumed alcohol in the previous15
thirty days; 3.8% were daily consumers; and 41% had consumed
five or more drinks in a row in the previous two weeks. Only
34% of their non-collegiate peers drink as heavily as this
latter group (NIDA, 1990).
Another view of collegiate alcohol consumption was
provided in a press conference by Surgeon General Antonia
Novello on March 5, 1991. She complained that each year the
nation's 12 million college students drink nearly 4 billion
cans of beer and enough wine and liquor to bring their
consumption of alcoholic beverages up to 34 gallons apiece.
(That's 2.6 quarts per week for every student!) Novello
issued a request to America's young people to "put on the
brakes" with regard to their drinking, and asked brewers and
alcohol retailers to voluntarily stop advertisements and
promotions that appeal to people younger than 21.
Novello also stated that college students will spend
$4.2 billion on alcoholic beverages this year, more money
than is spent in this country to operate campus libraries
and to fund all higher-education scholarships (Novello,
1991)
Students who drink in college generally tend to
classify themselves as light to moderate drinkers.It
usually comes as a shock to students when they read the
criteria for each drinking classification, particularly that
drinking large amounts (5 drinks+) of alcohol at at least
one sitting per week qualifies a person as a heavy or
"problem" drinker (Payne and Hahn, 1989). On the average,
about 20% of American college students are problem drinkers,
while only 10% of the general population drinks that heavily
(Clark and Midanik, 1982; Ingalls, 1983).
Problem Drinking
It is well-documented that the 20% of drinkers who16
drink most heavily are the group most likely to suffer
alcohol-related problems of all kinds in the personal,
social, academic, legal, and employment arenas (Glicksman,
1988; Muehlenhard and Linton, 1987).Wilsnack et al.(1984)
speculated that women who drink heavily are subject to a
host of other problems, making their alcohol consumption
just one of a syndrome of "acting out" behaviors.
Most of the research on problem drinking on campus has
focussed on two rather large, overlapping categories: risk-
takers and males.In researching the differences in
motivations for drinking among male and female college
students, Ratliff and Burkhart (1984) found clear
distinctions between the two groups. In both sexes, a strong
need for sensation seeking was likely to result in heavy
drinking.However, they found that while women usually
tended to drink to enhance social pleasures, men were
seeking a greater degree of aggressive arousal and social
deviance when drinking; in other words, they drink to "cut
loose" and take risks. This tendency not only makes the male
more likely to drink heavily, but it makes the inebriated
male a considerably more dangerous entity than the
inebriated female when he does.It may be that the females'
risk-taking behavior gets channeled into strictly social and
sexual domains, since their distinctive drinking goal is to
"enhance social pleasures."
In a survey of 93 colleges and universities (Engs and
Hanson, 1983) it was found that 32.3% of males and 12.7% of
females could be classified as "heavy drinkers" by the
study's criterion (six or more drinks consumed at one
sitting, more than once per week). Despite increasing
prevalence and acceptance of female drinking, social norms
still support a double standard with regard to drinking.As
a consequence of this, as Snortum, et al.(1987) found, when
males drank heavily they were displaying their commitment to
traditional masculinity, whereas when females drank, they17
were signalling their rejection of the traditional feminine
role.This even applied to the choice of beverage: Men who
drank wine or nonalcoholic drinks were considered by their
peers to be less masculine than other men, whereas women
seemed to enhance their femininity in the eyes of others by
consuming these same drinks (Snortum et al., 1987).
Young men are at risk for excessive drinking not only
because of social pressures and norms, but because drinking
is an integral part of collegiate support systems. A large
survey found that college males obtained half of their
companionship support in social drinking encounters, as well
as over a quarter of their emotional support, and one fifth
of their material assistance and problem-solving support.
These same males received a higher proportion of all types
of support while drinking when the support sources were male
than compared to when they were female (Burda and Vaux,
1988).
Prior history is as important as collegiate social
norms in determining individual alcohol consumption.
Humphrey and Friedman (1986) found that the more often an
individual drinks to the point of intoxication and the
younger that individual is when he or she begins consuming
alcohol, the more frequently he or she will become
intoxicated when he or she is a university student.
Given the prevalence of heavy drinkers on college
campuses, it would appear that full-fledged alcoholism after
graduation would be a major concern.In fact, problem
drinking in college has been found to be only moderately
correlated with alcoholic patterns later in life (Fillmore,
1975; Donovan, Jessor, and Jessor, 1983). Apparently, the
biggest threats to collegiate problem drinkers are the many
negative correlates of such drinking at the time it occurs:
higher rates of accidents, suicides, crimes, lowered
academic performance, poorer health, and the negative sexual
outcomes that are the focus of this dissertation (Abbey,18
1991; Gliksman, 1988; Engs and Hanson, 1983; Muehlenhard and
Linton, 1987).Kraft (1988) asserts that these negative
outcomes of problem drinking, rather than threats of future
alcoholism, are the factors that should rightfully be
stressed in college alcohol education programs.
Individual and Environmental Variables
Associated with Alcohol Consumption
and Risk-Taking Behavior
Volumes could be written on the personality and
demographic variables that predispose a person to alcohol
consumption and/or risk-taking behavior.It is not the
purpose of this section to even begin to coverthis topic,
but rather to simply recognize three facts:
1) That there are individual and environmental variables
that influence both whether a person drinks and how
much a person drinks. For instance, it has been found
repeatedly that fraternity and sorority members drink
twice as much as independents on American college
campuses (Engs and Hanson, 1983; Meilman, et al. 1990;
Tampke, 1990). Age, sex, age of onset of drinking,
race, religion, economic status, and geographic region
have all been shown to impact alcohol consumption
levels as well (Grant, et al., 1988; Gonzalez, 1990;
Humphrey and Friedman, 1986; Meilman, et al., 1990;
O'Hare, 1990). Self-esteem, social support, locus of
control, fear of failure, self-control, and upbringing
are but a few of the personality variables that have
been found to relate to alcohol consumption levels
(Burda and Vaux, 1988; Greenfield, et al., 1989;
Johnson, 1989.)19
2) That there are individual and environmental variables
associated with the tendency to engage in risk-taking
behavior. Age, experience, upbringing, and social
environment are only a few of the variables that affect
risk-taking behavior.The risk-taker is celebrated as
a hero in our culture.Young people are particularly
susceptible to risk-taking as a means of asserting
their independence (Keyser-Smith and Stoil, 1987).
Because of the makeup of their personalities, some
individuals are more likely to seek out risk-taking
opportunities as a way to express themselves; for the
majority of people, it is doubtful that many really
enjoy engaging in behavior they know to involve a
serious element of risk (Keyser-Smith and Stoil, 1987).
As noted by Maslow (1970), the needs for security and
self-preservation are basic drives that provide
powerful incentives against risk-taking in the
behavioral decision-making of most people.
3) That there is considerable overlap between both #1 and
#2-- that many of those who are the heaviest drinkers
are also those most likely to engagein risk-taking
behavior.For instance, Johnson (1989) found that
among female college students, heavy drinkerspossessed
greater sensation seeking motivation than light-
moderate drinkers. Of course, for those under 21,
alcohol consumption in and of itself is a risk-taking
behavior. As the model that outlines this literature
review suggests, those who are both drinkers and high
risk-takers are doubly likely to engage in risky
behavior that could result in negative sexual outcomes.
A survey of 1,187 high school students in Ontario
found a positive relationship between risk scores and
alcohol use, with unusually low risk-taking propensity
associated with high school avoidance of alcohol, and a20
relationship between high risk-taking and polydrug use
(Adlaf and Smart, 1983).Similarly, Keyser-Smith and
Stoil (1987) surveyed 2,600 students in Washington,
D.C. They found that students with higher risk scores
drank more (both in terms of frequency and quantity)
and drank more hard liquor than their more cautious
peers.Students with a high risk-taking propensity
were found to experience fewer constraints to
escalating their drinking to abusive levels.21
II.EFFECTS OF ALCOHOL ON COGNITION AND BEHAVIOR
Alcohol is a powerful central nervous system depressant
that impairs thought processes and perception, resulting in
a wide variety of behavioral changes.Most people drink
alcoholic beverages for pleasure as well as for relief from
anxiety and tension, which probably explains the widespread
popularity of alcohol as a social "lubricant" (Mendelson and
Mello, 1985).
However, there are tremendous differences in individual
responses to alcohol consumption.There is general
agreement on the order of progression for the physiological
responses to rising blood alcohol concentration (BAC).The
following progression is excerpted from a BAC/behavior
correlation chart: relaxation and euphoria occur at.03% BAC,
physical clumsiness at .04%, loss of inhibitions and
judgement at .05 %, further loss of motor coordination at
.07%, gross clumsiness, drowsiness, and staggering at .1%
(legally drunk in most states), stupor coma, and death at
.3% and above (Liska, 1986, p.187).However, the degree of
impairment experienced by a given individual will by no
means necessarily match accepted behavioral formulations.
Individuals who are tolerant to alcohol can function
surprisingly well with BACs as high as .2% and above-
levels high enough to produce coma in others (Liska, 1986,
p.187).Behavioral responses are even more variable at low
doses (Marlatt and Rohsenow, 1987). Some individuals
experience dramatic mood and behavior changes after only a
few sips of alcohol, while others are completely unaffected.
However variable its effects may be on individuals,
ethyl alcohol is a disinhibitor (Lang, 1983; Gorenstein and
Newman, 1980).To observe the behavior of some persons with
a BAC of .05%, one might conclude that alcohol must be a
potent aphrodisiac.However, most authorities agree that it
isn't the alcohol as such that stimulates sexual function,22
but the release of inhibition that it produces (Liska,
1986).In fact, too much alcohol impairs sexual function, a
phenomenon noted by Shakespeare in Macbeth, Act II, Scene I:
"[drink] provokes the desire, but it takes away the
performance."
Shakespeare's droll observation is in keeping with our
knowledge that alcohol is a general central nervous system
depressant. Research has consistently shown a significantly
negative linear relationship between alcohol and
physiological responsiveness in both male and female
drinkers (Farkas and Rosen, 1976; Wilson and Lawson, 1976,
1976).Malatesta et. al (1979) examined the effect on male
orgasmic-ejaculatory response by asking 24 males to
masturbate to sexually explicit videotapes.Latency time
for ejaculation correlated significantly with BAC: as BAC
increased, sexual arousal, pleasurability and intensity of
orgasm decreased, whereas the difficulty in obtaining orgasm
increased.
One of the most interesting aspects of physiological
response to alcohol is the extreme variation of the
resultant behavioral and cognitive impairment exhibited by
different individuals who are at the same level of BAC
(Mello and Mendelson, 1985). Aside from physical differences
in effectiveness of absorption, and other metabolic factors,
one must conclude that there is tremendous individual
variation in response to this mind-altering drug, and that
the potential for tolerance is great.
Explaining Differences in Reactions to Alcohol
It is considered common knowledge that alcohol is mood-
altering and makes people behave in out-of-character ways,
as Jack London once lamented:
Sometimes, under the spell of John Barleycorn, the most23
frightful things were done-- things that shocked even
my case-hardened soul... is there a greater maker of
madness of all sorts than John Barleycorn?
From "John Barleycorn" by Jack London,
1913/1981, pp. 143, 152
And of course, the flip side of this is the often
experienced positive social effects of alcohol:
[Alcohol] releases exuberance, good fellowship, and
friendliness, all of which are exceedingly valuable to
man.
Myerson, 1940, p. 19
Laymen and scientists alike have held to a simple idea
regarding these changes: that the behavioral effects of
alcohol stem directly from its psychopharmacological
properties, much the way relaxation stems from the
psychopharmacological properties of valium. As an example of
this, we know that people often drink alcohol to get the
effects they assume it will directly cause: relaxation, a
better mood, courage, social comfort, and so on (e.g.,
Goldman, Brown, and Christiansen, 1987; Leigh, 1989).
As researchers have attempted to explore the
psychopharmacology of alcohol, they have encountered an
ongoing frustration:Alcohol's effects on social behaviors
and emotions vary widely and are highly irregular.Studies
show that alcohol intoxication can make us frighteningly
aggressive (e.g., Zeichner and Phil, 1979, 1980) yet more
altruistic (e.g., Steele, Critchlow, & Liu, 1985); it can
relieve anxiety and tension (e.g., Levenson et al., 1980);
paradoxically, it can also increase anxiety and tension
(e.g., Keane & Lisman, 1980); it can inflate our egos (e.g.,
Banajii & Steele, 1989) yet lead to the most maudlin
depression (e.g., Josephs & Steele, 1990).
Some of this variability could be explained by
individual differences in reactivity to alcohol, since24
distinctive physiological and personality-based reactions to
alcohol have been documented (Schuckit, 1987; Hull et al.,
1986).But because alcohol affects the social behaviors and
emotions of all drinkers, not just those who have special
reactivities, such differences cannot explain the
variability of these effects in the vast majority of
drinkers.Nor can such differences account for the
variability in these effects within drinkers over time.In
their landmark book, Drunken Comportment, MacAndrew and
Edgerton (1969) put it this way:
The same man, in the same bar, drinking
approximately the same amount of alcohol, may, on three
nights running be, say, surly and belligerent on the
first evening, the spirit of amiability on the second,
and morose and withdrawn on the third.(p.15)
Thus, the question remains:how can this single drug,
aside from expectancy effects and individual reactivities,
have such varied and irregular effects on human emotions and
social behavior?
Steele and his colleagues have developed an exciting
and elegantly comprehensive theory that explains the extreme
variability between individuals, and within individuals over
time, in their behavioral responses to alcohol (Steele et
al. 1985; 1986; 1990).The theory's aptly metaphorical name
is "alcohol myopia." Steele maintains that it is alcohol's
impairment of perception and thought, the myopia it causes,
rather than direct pharmacological effects, that cause the
specific reactions associated with alcohol's use.Just as a
near-sighted person can only see the largest and nearest
objects, so a person under the influence of alcohol can only
pay attention to the most salient cues in his or her
cognitive environment.This impairment of perception and
thought is an effect of alcohol that occurs in every person
every time alcohol is consumed.
Of principle interest to the present research is
"drunken excess," Steele's term for alcohol's tendency to25
make social actions more extreme or excessive.Drunken
excess transforms socially hesitant persons into friendly
backslappers, or a person well informed about the health
risks of promiscuity into a sexual risk taker (Steele and
Josephs, 1990).
Steele also maintains that cognitive impairment is more
likely to result in behavioral extremes ("drunken excess")
when there is an "inhibition conflict" involved.(Steele
defines an inhibition conflict as a situation in which a
response provoked by salient, strong cues is also inhibited
by other strong cues that require further cognitive
processing to grasp.) A real-life example given by Steele
and Josephs (1990) is probably the best way to illustrate
this theory:
You have just had an angering argument with your
landlord, the kind of argument that makes you want to
take his head off on sight.As you are milling around
at a neighborhood cocktail party that evening, you turn
and encounter him face to face.If you are sober in
this situation, you should experience the kind of
response conflict we are describing.The salient cue
of his presence will provoke in you an impulse to tell
him off on the spot, yet with just an instance's
further consideration you realize that if you do this
you will cause a terrible scene, embarrass yourself,
and maybe even get evicted the next day.Thus, you
grit your teeth and hold in your tirade.Our point is
that this kind of situation-- characterized by such
conflicting response pressures-- can trigger drunken
excess.Thus, if you should encounter your landlord
after being three or four drinks into the evening, his
presence, as a salient cue, should still provoke your
anger, but the myopia that alcohol causes should reduce
your access to the negative consequences of telling him
off.As a result, a legendary scene erupts and the
next day you are homeless.
Let us say now that you are not angry at your
landlord or that you are vacating your apartment anyway
and nobody is left at the party when you encounter him.
Neither of these situations would involve inhibition
conflict.Either there is no salient cue provoking
your anger or there are no consequences to be accessed
that would inhibit your anger if you wanted to express26
it.In situations like these, the myopia that alcohol
causes will not change the balance of pressures bearing
on the response and you should behave pretty much the
same way drunk pr sober. If you are not angry at him,
the mere myopia of alcohol intoxication would not make
you tell him off for no reason; or if you are angry at
him but have nothing to lose from a tirade, you would
probably tell him off even without the aid of alcohol.
The central assumption of Steele's reasoning is that
alcohol myopia restricts attention and thought to only the
most salient cues in a setting, whatever they may be, and
that this is a general process through which alcohol
influences social behavior. In this process, the primary
determinants of social behavior during intoxication, as
during sobriety, are the internal and external cues that
become salient to the individual (rather than specific
pharmacological effects of alcohol or special alcohol
reactivities of some drinkers).
Sometimes these will be cues that provoke only a weak
response, and not much will happen; sometimes these will
even be cues capable of inhibiting a response; and
sometimes, of course, these will be strong response
provoking cues.Even then, alcohol intoxication may add
little to the extremity of the response.If there are few
inhibiting pressures that further cognitive processing would
access, then alcohol's impairment of this processing will do
little to make the response more extreme.But when further
cognitive processing would access inhibiting pressures, the
myopia of alcohol intoxication should block these pressures,
disinhibiting the response.It is this latter kind of
situation that Steele et al. have entitled "inhibition
conflict." Several laboratory experiments have strongly
supported the parameters of their alcohol myopia and
inhibition conflict theory (Steele et al., 1985; Steele and
Southwick, 1985; Steele, 1986; Josephs & Steele, 1990).
The concepts of alcohol myopia and inhibition conflict27
are highly relevant to sexual behavior. There is no area of
human behavior more laden with inhibition conflicts.The
positive consequences of sexual behavior are among the most
powerful and rewarding experiences humans can have:
touching, emotional bonding and closeness, orgasm, physical
and emotional fulfillment, communication, relaxation, the
creation of a wanted family.All these outcomes are linked
to our strongest biological drives: self-preservation and
preservation of the species.
Conversely, the negative outcomes of sexual behavior
are some of the most devastating experiences humans can
have: painful, sometimes incurable, and now even fatal
sexually transmitted diseases; social disapproval and guilt
for those from certain religious or ethnic groups; the
tremendous emotional and economic burden of an unwanted
pregnancy or child; the feelings of violation, fear,and
degradation associated with coercive sex.Concern about
these negative outcomes, which Steele would call "peripheral
cues," motivates people to behave according to their peer
group's proscribed sexual values; to select partners with
care; to use contraceptives and prophylacticsif needed; and
to communicate with their partners.
For many people, the salient cues motivating them
toward sexual behavior are more powerful, because of their
immediacy and urgency, than the cues inhibiting such
behavior, even without alcohol.It appears that alcohol
tips the balance for many others who are normally inhibited
by potential negative outcomes. One-half of all first time
experiences of sexual intercourse occur under the influence
of alcohol (Cvetkovich and Grote, 1983).Under the
influence of alcohol, the more salient, in-the-moment cues
of sexual drives or emotional needs easily take precedence
over the inhibiting cues that relate to seemingly far off
future consequences.The "urge to merge" does not concern
itself with the future!28
III.PSYCHOLOGICAL/ OUTCOME EXPECTANCY EFFECTS OF ALCOHOL
The other major theory with strong implications for the
impact of alcohol on sexual behavior is outcome expectancy
theory.Although there is no question that alcohol is a
psychoactive drug, there is a considerable body of research
indicating that a large portion of alcohol's propensity for
disinhibiting human behavior stems from what has come to be
called "expectancy" variables: the beliefs that people have
about how alcohol affects them (MacAndrew and Edgerton,
1969; Pernanen, 1976; Southwick et al., 1981; Room and
Collins, 1983; Critchlow, 1986; Reinarman and Leigh, 1987).
Proponents of expectancy theory maintain that the link
between drinking and disinhibition is not so much
pharmacological and physiological in character as it is a
socially constructed feature of culture and cognition
(Reinarman and Leigh, 1987). In other words, we become
disinhibited under the influence of alcohol because we
expect to become disinhibited; we have this expectation
because of lifelong enculturation and observational
learning.
Hundreds of studies have found that subjects' cognitive
expectancies about the alcoholic content of beverages they
have consumed have been more important determinants of their
behavior than their actual alcohol intake (Sher, 1985;
Sobell and Sobell, 1975; Reinarman, 1987; Marlatt and
Rohsenow, 1980 and 1987; Critchlow, 1986; George et al.,
1989; McCusker and Brown, 1990.) Such studies are based upon
the balanced placebo design, which separates cognitive set
(the belief that one has consumed alcohol) from actual
alcohol ingestion.
With the balanced placebo design, subjects are divided
into four experimental groups:
1) those told that they are drinking alcohol who are
drinking alcohol,29
2) those told that they are drinking alcohol who are
drinking a non-alcoholic placebo,
3) those told that they are drinking a non-alcoholic
beverage who are drinking a non-alcoholic beverage, and
4) those told that they are drinking a non-alcoholic
beverage who are actually drinking alcohol.
This design allows researchers to draw clear
conclusions regarding distinctions between the expectancy
effects and the pharmacological effects of alcohol. It has
become the design of choice in research concerning the
psychological effects of alcohol.
Expectancy theory flies in the face of much of what our
society holds to be "common knowledge" concerning the
effects of alcohol consumption. Popular thought maintains
that the physiological effects of alcohol make people behave
in aberrant ways, so much so that alcohol consumption is a
frequently offered excuse for uncharacteristically
antisocial behavior ranging from the impolite to the
criminal. However, expectancy research suggests that alcohol
can be responsible for no such transformation; it suggests
that people behave in aberrant ways because they expect
aberrant behavior under the influence of alcohol.
In their cross-cultural review of drunken comportment,
MacAndrew and Edgerton (1969) concluded that the
pharmacological action of ethanol cannot account for the
transformations in social behavior that occur when people
drink, as those transformations vary dramatically from
culture to culture and in the same culture across time
periods.Their contention that the effects of alcohol are
instead culturally learned spurred a plethora of expectancy
research that shows that certain of these supposedly drunken
effects are exhibited by people who only think they have
consumed alcohol (Pernanen, 1976; Southwick et al., 1981;
Room and Collins, 1983; Critchlow, 1986; Goldman et al.,
1987; Marlatt and Rohsenow, 1987).30
Outcome Expectancies and the Problem Drinker
When it comes to heavier drinking, there are clear
differences in outcome expectancies. Southwick et al.(1981)
administered an instrument that included both positive and
negative outcome expectancies to college students who ranged
from abstainers to heavy drinkers. The results indicated
that heavier drinkers expect greater positive effects from
drinking than do light drinkers, and the same negative
effects that lighter drinkers expect.
Marlatt and Rohsenow (1987) summarize the research on
expected outcomes among people who drink alcohol as follows:
Heavy and light drinkers have different expectations of
the positive outcomes of drinking an alcoholic
beverage;
Despite this, heavy and light drinkers tend to have
generally similar expectations for the negative
outcomes of drinking;
Individuals who expect that alcohol will transform
their emotional state in a globally positive way
(including enhanced stimulation and pleasurable
disinhibition) are more likely to be heavy and problem
drinkers than those who harbor less favorable
expectancies;
Contrary to the "tension-reduction hypothesis",
alcoholics are more likely to expect positive
transformation effects of alcohol, such as "getting
high"; they are moving toward a desired state rather
than away from an undesired one.
Thus, to an outside observer, it would seem that if a
problem drinker did an analysis of the potential costs and
benefits of drinking, the costs should surely outweigh the
benefits.However, because the problem drinker holds
greatly inflated positive outcome expectancies of the
benefits of drinking (relative to non-alcoholics), the
balance is tipped toward continuing his or her habit,31
despite the personal, social, and health costs entailed.
Expectancy Theory and Sexual Behavior
Expectancy theory holds particular significance in the
realm of human sexual behavior. It even seems likely that
there may be a synergistic effect when the two are combined,
as sexual experience is largely the product of beliefs and
expectations (Masters, Johnson, and Kolodny, 1988).Several
studies have explored the relationship between alcohol
expectancies and sexuality:
Using a balanced placebo design to study male subjects
viewing sexually explicit films, Wilson and Lawson (1976a)
found that alcohol itself had no effect on penile
tumescence. But men who believed they had consumed vodka
became significantly more aroused, in comparison with those
who thought they were drinking only tonic-- regardless of
the actual alcohol content of the drinks.
In a similar study using female subjects, quite
contrasting findings were obtained: the two groups of women
who actually drank alcohol showed significantly reduced
sexual arousal (as indicated by a photoplethysmograph, a
device that assesses changes in vaginal blood flow) during
the film regardless of whether they believed they were
drinking alcohol (Wilson and Lawson, 1976b).Yet these same
women gave self-reports indicating increased arousal; thus,
women who think they have been drinking experience sexual
arousal subjectively, but not objectively. This distinction
between alcohol's effect on women's subjective and objective
arousal was also noted by Beckman (1979) and Harvey and
Beckman (1986).
In another balanced placebo design study by Lang
(1983), males rated erotic slides as more sexually
stimulating if they believed they had been drinking alcohol,32
whether there was vodka in the drink or not.The effect was
most pronounced for men who had high scores on a sex-guilt
inventory.His findings suggest that men whose normal
sexual response is inhibited by sexual guilt or social
restraints will show the greatest disinhibition effect when
they believe they are drinking alcohol.This lends credence
to both Steele's theory of "alcohol myopia" and expectancy
theory.
In a study of a large group of college students, Brown
et al.(1980) administered the AEQ (Alcohol Expectancy
Questionnaire).They found that particular expectancies
were associated with different drinking patterns among the
subjects tested.Less experience with alcohol and limited
consumption were associated with more general, positive
expectancies, but longer experience and heavier consumption
were associated with expectancies of sexual enhancement and
arousal and aggressive behavior.
This relationship between drinking habits and sexual
expectancies was also shown in Johnson's 1974 study of
executives who were asked whether they believed that sexual
desire is increased by alcohol.Among abstainers, 19%
agreed; among those who drank less than two ounces daily,
41% agreed, among those who drank two to six ounces daily,
51% agreed; and among those who drank over six ounces daily,
61% agreed.
Similar differences were found by Beckman (1979) in a
study of the sexual functioning of women alcoholics and
nonalcoholics. She discovered that women alcoholics (and,
interestingly, male alcoholic controls as well) were more
likely than non-alcoholic women controls to report that they
desired sexual intercourse more when drinking, enjoyed it
most when drinking, were more likely to engage in it when
drinking, were more likely to engage in a variety of sexual
acts when drinking, and were more likely to have intercourse
with persons whom they would not select if they were not33
drinking; and all of this despite the objective decrease in
physiological arousal that presumably accompanies their
heavy alcohol consumption. Once again, the most important
sex organ turns out to be the brain.
Strong expectancy effects were also reported by
Christiansen et al.(1982).Their study of adolescents
found that low-frequency drinkers expected increased
pleasure, and high-frequency drinkers expected increased
power, tension reduction, and sexual enhancement.
Given the weight of evidence that an individual's
expectancy set determines their post-drinking behavior, and
that there are strong societal expectancy sets for male
sexuality, the snow-balling effect of the "party hearty"
campus culture can be seen as an insidiously powerful force
promoting risky sexual behavior and date rape. The Greek
system and advertisers catering to the college market are
constantly promoting this pro-excessive-alcdhol-consumption
mentality. Making alcohol such a seductively positive entity
sets college students up to have positive expectations that
become a self-fulfilling prophecy.Through selective
attention, students are able to focus on the fun aspects of
alcohol consumption that they have been lead to expect, and
to ignore the many negative impacts of alcohol on their
lives.34
IV.RISX-TAKING SEXUAL BEHAVIOR
Risk-taking is discussed at several points in this
review as it relates to various topics.Since it is the key
intervening variable between alcohol consumption and the
negative sexual outcomes that are of interest in the present
study, this section will concentrate on risk-taking sexual
behavior alone, both "generic" and alcohol induced.
Generic Risk-Taking Sexual Behavior
It's tempting to overlook the obvious, but it has to be
said: safe sexual practices are inconvenient, unnatural, and
involve controlling, for various lengths of time, one of our
strongest natural drives. Whether one is living a life of
sexual abstinence, or simply putting forth the effort and
expense to use condoms in every sexual encounter, such
effort requires vigilance that is bound to be less than
perfect for the majority of people. The point, and it's
impossible to document a source on this, is that sexual
interaction is inherently risk-taking, and even the most
cautious, conservative people are likely to be tempted to
take some sexual risks in the course of their lifetime.
And of course, there are also people who have strong
proclivities for risk-taking in the first place. People vary
in their need/tolerance for outside stimulation; give any
large group the Zuckerman Sensation Seeking Scale, and you
will get a normal distribution of scores. These individual
differences are apparently inborn. In the course of Tarter's
research (1985;1988) exploring the heritability of
temperament, he found that measurable temperamental
differences could be found in babies within hours of their
birth, and that those differences were relatively stable
during the course of development. He also found that those35
with the greatest need for stimulation were the most
susceptible to alcoholism.
Simple demographic factors play a large role in sexual
risk-taking behavior. Just as age, frequency of sexual
contact, closeness of relationship have all found to be
positive predictors of contraceptive and prophylactic use
(Cvetkovich and Grote, 1976; Foreit and Foreit, 1978;
Whitley, 1990), so may we extrapolate that youth, infrequent
sexual intercourse, and lack of a steady partner may make an
individual more susceptible to risky sexual behavior. Such
were the findings of Aral and Cates (1989), who found that
young people at the greatest risk of getting STDs were not
as sexually active as many of their peers.
Alcohol-Induced Risk-Taking Sexual Behavior
At this time there's no way to quantify the degree of
this effect, but certainly the inherent strength of the
human sex drive can be thought of as having a potentially
synergistic interaction with alcohol. Whether it's because
of psychological expectancies, or because of an inability to
attend to peripheral cues (Steele's "alcohol myopia"),
sexual disinhibition is the result (Reinarman and Leigh,
1987).
According to Marlatt (1976), individuals are likely to
drink in "high-risk situations" involving stress and other
unpleasant mood states to the extent that they expect
alcohol to transform their subjective experience.Alcohol
may thus be viewed as an antidote to stress and other
negative mood states, especially when more constructive
means of coping are unavailable or unused.Alcohol is the
stress reducer most likely to be encountered at any given
social occasion, and the one most frequently associated with
sexual behavior.36
Many researchers have pondered why women perceive
alcohol to be an aphrodisiac, while objective data on the
physiological effects of alcohol on women's sexual
responsiveness are in sharp contrast (Harvey and Beckman,
1986; Flanigan, 1990).A proposed suggestion for mediating
this discrepancy was that women's beliefs (expectancies)
about how drinking affected their sexuality may have colored
their perceptions of alcohol's sexually enhancing properties
(Harvey and Beckman, 1986). (Alcohol does literally narrow
one's attention, and narrowly focussed selective attention
can create a positive experience out of almost anything.)
There is an old song that epitomizes alcohol-induced
sexual risk-taking:
Sherry, my dear? Why yes
But two at the very most
Because two puts me under the table
And four puts me under my host.
Such folklore is borne out in modern research, as this
example from a study that found proximal drinking (as well as
drug use) was the strongest predictor of continued unsafe sexual
practices among gay males in San Francisco:
Men who never drank during sex were about 3 times more
likely to be in the no risk group than those combined
drinking with sex...Conversely, the men who drank even
rarely during sexual activity were about 2 times as likely
at be at high risk as those who abstained from alcohol
during sex.It seems that any combination of drinking and
sexual activity is associated with high risk behavior. The
relationship is highly significant (Stall et al. 1986,
pp.361-62).37
V. NEGATIVE SEXUAL OUTCOMES
The final link in the chain of interest covered in this
review is negative sexual outcomes.These will be discussed
in turn: first unwanted pregnancies and pregnancy "scares'"
then sexually transmitted diseases, and finally sexual
coercion, date rape, and rape.
Unwanted Pregnancy and Pregnancy "Scares"
Incidence of Pregnancy on College Campuses
Despite the relatively easy access to contraceptive
information and to highly effective contraceptive
techniques, a significant proportion of college students are
poor contraceptors who use either unreliable methods of
birth control or no method at all (Rindskopf, 1981; Murray
et al., 1989).Among sexually active university students,
approximately 25% use either highly unreliable methods such
as douching or withdrawal, or nothing (Murray et al., 1989).
National estimates indicate that most campuses experience
pregnancy rates of between 6% and 10% (Dorman, 1981;
Edmunds, 1983).Most pregnancies experienced by college
women are unintentional and could potentially disrupt
academic pursuits.Approximately 90% of these pregnancies
are aborted.A national survey by Katz and Cronin (1980)
indicated that 16% of all sexually active college students
have had at least one abortion.
One would predict that motivation to use contraception
would be high among college women, since a pregnancy is not
a desirable outcome for most members of this population.
Yet, unwanted pregnancies resulting from ineffective use or
nonuse of contraception occur with alarming frequency among
college women.38
Specific Alcohol Related Research
Information on the relationship of alcohol consumption
and contraceptive behavior is scarce. To illustrate the
degree of this scarcity, consider Morrison's 1985 30-page
review article, which discusses 119 studies of adolescent
contraceptive behavior.The vast majority of these studies
were on university student subjects, yet there is not a
single mention of alcohol in the entire review. Also, the
one researcher to date that has focussed on alcohol
consumption and its relationship to contraceptive behavior
is Flanigan, who had this to say (1990):
Altogether, there is a dearth of literature which
examines the relationships between the use of alcohol
and sexual intercourse among women and/or how that
relationship affects contractive use behaviors.Even
less is known about how adolescent or young adult women
use alcohol in conjunction with sex, whether they drink
near the onset of their sexual lives or at some later
time, whether they combine the behaviors frequently or
infrequently and whether or not there are shifting
patterns of alcohol use or non-use with intercourse as
young women mature sexually.
Flanigan (1986, 1990) did a descriptive study of a non-
random sample of 125 white, unmarried women drawn from a
family planning agency caseload. Forty-three percent of the
young female sample had used alcohol immediately prior to
their first sexual experiences, which occurred at a mean age
of 16.4 years. Cvetkovich and Grote (1983) found that 50% of
their survey group had consumed alcohol immediately prior to
their first sexual experience.
The sharpest increase in drinking occurs between the
10th and 12th grades, a time period parallel to that of the
onset of sexual activity; drinking and sexual activity are
thus inextricably linked from the beginning for many young
people (Lowman, 1981).
In the single study located in this research that39
specifically looked at the relationships between alcohol
consumption, sexual behavior, and contraceptive use, Harvey
and Beckman (1986) obtained some interesting results.They
found that the women in their study viewed alcohol as an
aphrodisiac despite their diminished physiological and
reported behavioral responses; and that female-initiated
sexual activity was inversely related to alcohol use, with
women initiating significantly fewer sexual activities
following the consumption of alcohol. Also, contrary to
expectations, alcohol consumption immediately prior to
sexual intercourse did not significantly alter the use of
coitus-dependent contraceptives. These findings must be
considered in light of an extremely biased subject selection
process.All of the subjects used barrier methods, were
highly educated and involved in stable heterosexual
relationships; the mean age was 24; 87% were white; no heavy
drinkers were allowed in the study; and all had to have sex
at least once a week. Also, the women had to keep a daily
log of sex, contraception, arousal, and orgasm.The
intrusiveness of this study, plus the discipline and
downright compulsiveness required to keep such a diary,
seems likely to either make a person an extremely diligent
contraceptor, or conversely, to be too embarrassed to report
irresponsible behavior.Also, motivation may have been
enhanced by the fact that subjects were paid $50 to
participate in the study.
Other Factors Contributing to Ineffective Contraception
Previous investigations suggest that contraceptive
behavior is a highly complex phenomenon influenced by many
determinants. The three strongest predictors of
contraceptive behavior are:
1. Age. Foreit and Foreit (1978) found a year by year40
increase in effective contraception; also, the best and only
predictor of whether contraception was used and what type of
method was used at first intercourse was age.
2. Frequency of intercourse affects both the likelihood
of effective contraception being used, and the mode of
contraception that will be chosen (Foreit and Foreit, 1978;
Whitley, 1990).For both women and men, less frequent
intercourse was associated with condom use, while more
frequent intercourse was associated with oral
contraceptives.
3. Relationship status.More intimate, committed
relationships use more effective and consistent
contraception than less intimate relationships (Murray et
al., 1989; Whitley, 1990).
In a study of university students of both sexes,
Whitley (1990) found that effective contraceptive use begins
only when the relationship reaches a stage at which
intercourse becomes relatively predictable and when the
partner is supportive ofcontraceptive use.
Cvetkovich and Grote (1976) found that in intimate,
committed relationships the young woman was more apt to be
contraceptively protected, partly because her boyfriend took
more responsibility for this protection.They also learned
that adolescent males who took responsibility for
contraception were likely to be older, more responsible in
general, skilled in interpersonal relationships, concerned
about their partner's pleasure as well as their own, secure
in their self-concepts, and opposed to risk-taking. Similar
findings were reported by Foreit and Foreit (1978) and
Fisher et al. (1979). Also, it appears that adoption of
contraception increases considerably following a pregnancy
or pregnancy "scare" (Evans et al., 1976; Zelnik and
Kantner, 1977) .
Sawyer and Beck (1988) studied a population that they
knew were poor contraceptors: women who came into a college41
health service for pregnancy tests.The top five reasons
that these women gave for not using contraception were:
1) I knew it was risky, but took a chance.
2)I didn't think I'd have sex at the time.
3) I'm not really very sexually active.
4)I didn't think I'd get pregnant.
5)I am concerned with the health risks of
contraceptive methods.
All but reason #5 reflect a non-realistic outlook that
seems all too prevalent, particularly among the youngerand
less experienced. Whitley and Schofield (1986) offer a
developmental "career model" that explains poor
contraception in the young.It features three distinct
stages:
1) The "natural" stage, in which no contraception is
used and there is no self-acceptance or self-acknowledgement
that sexual behavior is taking place.The average length of
time from first intercourse to regular contraception is one
year; approximately one-half of all unmarried young people
use no contraception the first time they haveintercourse
(Foreit and Foreit, 1978).
2)The "peer prescription" stage, in which the young
woman is comfortable enough to talk about her sexual
experience with her closest friends and to ask them for
information.One of the biggest hazards of this stage is
that the information provided by friends may be inaccurate
and may support continued risky sexual behavior.
3) The "expert" stage, in which the young woman is
finally comfortable enough to seek appropriate medical
supervision, to discuss her sexual behavior, and to
implement consistent, effective contraception.42
Sexual Guilt
Another major barrier to effective contraception is
sexual guilt. Research has suggested that sexual guilt and
the inability to accept one's sexual behavior act as
inhibitors to the use of effective birth control (Byrne et
al., 1977; Geis and Gerrard, 1984; Gerrard, 1987).In
addition, Rains (1971) emphasized the effect of maturation
on acceptance of sexuality, suggesting that younger
individuals may experience more sexual guilt, and are
therefore more at risk of contraceptive nonuse.
On the basis of a study of 18 and 19-year-old college
women that was repeated at two five-year intervals, Gerrard
(1987) characterizes sex guilt by a "generalized expectancy
for self-mediated punishment for violating or for
anticipating violating standards of proper sexual conduct."
Sexual guilt is manifested behaviorally in resistance to
sexual temptation, inhibited sexual behavior, and/or the
disruption of cognitive processes in sex-related situations.
It is interesting to note that this disruption of
cognitive processes occurs even in the absence of alcohol.
Alcohol could easily add to this cognitive impairment.
Certainly, sexual guilt is exactly the type of inhibition
conflict that Steele (1990) found renders individuals so
susceptible to the "alcohol myopia" and tendency to "drunken
excess".
In terms of contraception, women high in sex guilt are
more likely than those low in sex guilt to believe in
contraceptive myths (e.g., "conception is most likely to
occur if the man and the woman experience simultaneous
climax") and to communicate those myths to others (Mosher,
1979).Given that effective contraception requires more
planning and initiative than sexual intercourse does, it is
not surprising that sexually active high-guilt women are
more likely than sexually active low-sex-guilt women to use43
either ineffective methods of birth control or no
contraceptives at all (Geis and Gerrard, 1984).
Gerrard's conclusion:
The ineffective female contraceptor, then, is often a
woman whose discomfort with her sexuality initially
influences her decision to become sexually active.
However, as this discomfort is also related to a
general lack of knowledge about birth control,
selection of ineffective methods of contraception, and
inconsistent use of the methods that are chosen, when
this emotional reaction does not inhibit sexual
activity it does interfere with effective
contraception.
It appears that women whose sex guilt is not high
enough to inhibit sexual activity find that their emotional
reactions to their sexual behavior are strong enough that
they cannot apply thoughtful and careful logic to the
important decisions about how to protect themselves from
unwanted pregnancy.Thus it seems clear that for many women
the process of choosing a birth control method, and using it
effectively and consistently, is not a rational process.
Along a similar line, considerable research has been
done on the different behaviors of erotophobes (those
fearful of and uncomfortable with sexuality) and erotophiles
(those who are comfortable and accepting of their own
sexuality).Erotophobic women use contraception less: they
hold negative attitudes towards sex, tend to deny their own
sexual activity, and avoid contraceptive responsibility
(Cvetkovich and Grote, 1983).
Erotophobia is often manifested in the circumstances of
their sexual encounters. The woman often places herself in
situations in which she will lose personal control and
critical judgment and thus also lose personal responsibility
for sexual conduct.Becoming drunk is one example. Such
"controlled" loss of control is generally related to early
sexual experience and probably provides a period of time in
which to negotiate a new self-concept incorporating the44
facts of sexual activity (Cvetkovich and Grote, 1983).This
period of psychological adjustment may account for the
extreme length of time (average: 1 year) usually reported
between first sexual intercourse and first use of effective
contraception (i.e., between becoming sexual and self-
admission of this fact).
College Health Education and Student Contraception
Sawyer and Beck (1988) studied college women who had
experienced pregnancy "scares" and compiled their reasons
given for not using any form of birth control at the time of
a possible conception. This research led them to conclude
that psychosocial factors are of paramount importance in
determining contraceptive use or non-use. Consequently, they
emphasize that contraceptive education shouldn't concentrate
so heavily on "factual bombardment," but must focus on
denial and guilt over sexuality, lack of communication
between the sexes, a coming to terms with sexuality in
general, and assertiveness training. However, Sawyer and
Beck left a crucial contributing factor out of their optimal
curriculum: discussions of the role of alcohol in sexual
behavior belong in any effective contraceptive education
curriculum.
Also, Murray (1989) makes a strong suggestion that
since men are still socialized to be the sexual aggressors,
they should be taught much more intensively in contraceptive
knowledge and responsibility. Because male aggression and
female passivity have been found to still be the norm in so
many studies (Cvetkovich and Grote, 1976; Rosen, Martindale
and Grisdela, 1976; Steinhoff, 1976; Geis and Gerrard,
1984), this reality could be used to advantage by giving the
sexual aggressor contraceptive responsibility.We need to
face the fact that as long as contraceptive responsibility45
belongs entirely to females, it is doomed to a much higher
failure rate than if responsibility is felt to be mutual by
both sexes.
Sexually Transmitted Diseases
Perhaps one of the most insidious potentially negative
effects of drinking lies in the area of sexually transmitted
diseases.People under the influence of alcohol are eight
times more likely to contract a sexually transmitted
disease, because their judgment of partners is impaired, as
well as their judgment of their own behavior (one night
stands, etc.)(Wells, 1982).In the era of AIDS, this
impaired judgement becomes a life-threatening consequence of
alcohol consumption.
It is difficult to pin down the exact link between
various sexually transmitted diseases and alcohol
consumption.Since all STDs are acquired through
unprotected intercourse and other risky sexual behaviors,
researchers interested in this question have focussed on the
link between alcohol consumption and risky sexual practices;
it is a given that STDs are transmitted because of such
behavior.
One of the few such studies was conducted by Stall and
his colleagues at the Alcohol Research Group in Berkeley
(1986). Their three-year-long research with homosexual
samples in San Francisco has shown that the use of alcohol
(or other drugs) in conjunction with sexual activity is
strongly related to unsafe sexual practices (i.e., high risk
for AIDS infection).
Analysis of data from a mail survey of the adult
population of San Francisco replicated these results:there
was a strong relationship between frequency of using alcohol
or other drugs in conjunction with sexual activity and the46
frequency of engaging in risky sexual behaviors (Leigh,
1990).
The most important limitation of these studies on
alcohol consumption and sexual behavior is that they are
correlational, and correlation does not necessarily imply
causation. Several third variables may be responsible for
any relationship between alcohol use and unsafe sex,
including personality characteristics such as risk-taking or
impulsivity, and environmental or situational
characteristics.
Condom Usage
There is a huge gap between sexual knowledge and sexual
behavior in college students. Nowhere is this more striking
than in the area of condom usage. In a study of 459
undergraduate students, Gray and Saracino (1989) found that
students were generally informed about AIDS, but that no
relationship existed between accurate knowledge and sexual
behavior. Sixty-six percent of those who had vaginal
intercourse reported not using a condom. This low rate of
condom usage is consistent with other studies (Baldwin and
Baldwin, 1988; Strunin and Hingson, 1987).
The Importance of Self-Assessment of Susceptibility
Eighty-seven percent of the students in the Gray and
Saracino study were not concerned about contracting AIDS.
According to those researchers, a sense of invulnerability,
which is a typical developmental belief of this age group,
served to confound the issue of personal risk perception.
Feeling "at risk" is apparently not common for
university students; in a survey at a small New England47
liberal arts college almost no one said that they abstained
from sex because of a fear of syphilis, gonorrhea, herpes,
AIDS, or any other disease (Murstein, et al., 1989).A
study at a major southern university found that neither sex
perceived the fear of sexually transmitted disease as an
important factor in the decision to become sexually active
(Jedlicka and Robinson, 1987). In a study of 750 students at
four college campuses, only 5%8% claimed they always used
condoms, while 66% reported never using them at all. To
compound the riskiness of this, about one quarter of the
women polled and more than half of the men said they had
more than five sexual partners a year (Chapman, 1990).
Similarly, over a one-year period when public health
information regarding AIDS intensified, changes in
perceptions and use of condoms in a sample of sexually
active adolescents in San Francisco were studied by Kegeles
et al.(1988).Although perceptions that condoms prevent
sexually transmitted diseases and the value and importance
placed on avoiding STDs remained high, these were not
reflected in increased intentions to use condoms nor in
increased use of condoms. Kegeles speculates that even if
young people understand that condoms protect against STDs
and believe that this is of value, they may not feel
personally vulnerable to contracting diseases from their sex
partners.Thus, Kegeles recommends interventions that
target perceptions of personal vulnerability as a way of
increasing motivation to use condoms. Ishii-Kuntz (1988)
agrees with this recommendation. She conducted a study of
undergraduates in California that found, again, that
accurate knowledge of sexual transmission does not change
sexual behavior, but self-perception of increased risk does.
The Health Belief Model, first developed by Rosenstock
and Becker (1974) and later expanded upon by Fishbein and
Azjen (1975), has clear application here. In that model, a
person must see him or herself as being susceptible to a48
perceived threat before he or she will take an action to
avoid it. Getting young people to see themselves as
vulnerable to life-threatening diseases appears to be the
major challenge to health educators promoting safer sexual
practices.
An interesting study by Hansen, et al.(1990) surveyed
subjects aged 18-25 regarding their beliefs about
susceptibility to getting AIDS. Males had considerably less
realistic assessments of their own risk levels than females
did. Also, although age was not positively related to
increased sexual activity or risk, it was significantly
related to perceptions of one's own risk for AIDS.
Specifically, the younger the respondent, the higher the
denial of one's own risk.The majority of respondents aged
18-20 thought they had a one in a million or less chance of
getting AIDS; those 23-25 estimated their risk as one in a
1,000. Once again, young people's sense of invincibility
appeared to dominate over reason.
Alcohol and the Knowledge/Behavior Discrepancy
There is a kind of ostrich-like sticking of heads in
the sand theme that runs through most of the studies on
condom usage and STD prevention. It is unfortunate that so
few of them consider the role that alcohol may play in
creating the discrepancy between knowledge and behavior.
The ideas of Steele and his colleagues (1990) regarding
"alcohol myopia" seem especially relevant, here: the short-
sightedness induced by alcohol may well allow students to be
temporarily blind to the consequences of their sexual
behavior, by shutting out any self-perceptions of being at
risk.49
Sexual Coercion, Date Rape, and Stranger Rape
Far and away the most prevalent of the negative sexual
outcomes addressed in this review, sexual coercion,
acquaintance rape, and stranger rape comprise one of the
ugliest and most fearful aspects of campus life today for
college women. It was only within the past decade that the
phenomenon of date rape came to light; up until then, public
safety messages led us to believe that most rape was
perpetrated by psychopathic strangers in dark alleys and
hallways, and that the best prevention was to avoid such
isolated settings and to never go out alone at night
(Warshaw, 1988).Research in the past decade has brought
out this hidden, and much more prevalent type of rape that
involves men and women who know each other, which is now
called, interchangeably, date or acquaintance rape (Warshaw,
1988). The following review will specify whether research
dealt with acquaintance or stranger rape, where appropriate.
Prevalence
According to Bureau of Justice Statistics, young women
between the ages of 16 and 24 are the most frequent victims
of reported rape (USBJS, 1984).It is estimated that for
every rape reported, as many as 10 may actually be committed
(FBI, 1985; LEAA, 1975).Of special concern on college
campuses, date and acquaintance rapes are even less likely
to be reported than rapes by strangers: only an estimated 1
out of every 100 such rapes are reported to the authorities
(Warshaw, 1988; Lott et al., 1982).
A substantial minority of college women (10% to 27.5%)
have been victims of acquaintance rape, but relatively few
men (3% to 7.7%) admit to committing the acts (Kanin and
Parcell, 1977; Koss et al., 1987; Ward et al., 1988). These50
numbers highlight the vast discrepancy between how men and
women interpret acts of coerced sexual intercourse (Warshaw,
1988).
A survey mailed to a random sample of half the
sophomores, juniors, and seniors at Dartmouth College
(Meilman et al., 1990) found that 22.9% of the women
reported unwanted attempted intercourse during the previous
year; 33.2% reported this experience during the time they
had been at college; 8% reported that they had experienced
unwanted completed intercourse during the previous year; and
11.5% reported this experience since being at college.
The landmark study exploring the issue of sexual
coercion and acquaintance rape was conducted from 1983-1986
by psychologist Mary P. Koss under a grant from the National
Institute for Mental Health to Ms. Magazine.Surveys were
administered on 32 college campuses to more than 6,100
undergraduate women and men.Key findings of the study:
1 in 4 women surveyed were victims of rape or attempted
rape.
84 percent of those raped knew their attacker.
57 percent of the rapes happened on dates.
1 in 12 of the male students surveyed had committed
acts that met the legal definitions of rape or
attempted rape.
For both men and women, the average age when a rape
incident occurred (either as perpetrator or victim) was
18 1/2 years old.
Only 271 of the women whose sexual assault met the
legal definition of rape thought of themselves as rape
victims.
Of the 3,187 female college students questioned: 15.3%
had been raped; 11.8% were victims of attempted rape;
11.2% had experienced sexual coercion; and 14.5% had
been touched sexually against their will (Koss et al.,
1987) .51
Profile of the Rapist
Most studies have shown alcohol to be involved in at
least 50% of rapes, as well as other violent crimes (Sixth
Special Report, 1987). A government study of convicted
prison inmates found that 52% of rapists were under the
influence of alcohol at the time of the crime (USDOJ, 1985).
Looking for the variables related to alcohol and stranger
rape, Amir (1967) studied hundreds of Philadelphia police
records.His results indicated several contrasts between
rape situations where alcohol was present and when it was
not.For instance, alcohol was found to be strongly
associated with violence used by the offender.It was also
significantly associated with sexual humiliation of a victim
who had been drinking, primarily in the form of enforced
fellatio.He also found a significant association between
planning by the offender and alcohol, particularly when
alcohol was present in the victim alone.He believed this
supported the notion that it is easier to conquer a drinking
female.
There is also an increased tendency to humiliate the
victim when the rapist has consumed alcohol, which may have
a physiological explanation (Amir, 1967).In the straight
mechanical terms of obtaining an erection and ejaculating,
alcohol seems likely to depress the sexual response of the
rapist.It is naive to merely conclude that alcohol
predisposes men not to rape, as this simplistic analysis has
a wider importance in two areas.First, it may provide
insight into certain situational factors, e.g., the
association between humiliation of the victim and alcohol.
Indeed, Groth and Birnbaum (1979) have also described how
certain offenders will demand fellatio when unable to obtain
an erection.Secondly, it gives further support to the
claim that rape and other forms of sexual assault are acts
of aggression against women, using the genitalia as weapons52
with little or no sexual gratification involved
(Brownmiller, 1975).
The role of alcohol in acquaintance rape on campus is
significantly greater than in the stranger rapes studied by
Amir, since collegiate social life is so alcohol centered
(Koss et al., 1987). Deliberate intoxication of potential
victims is a standard strategy of the date rapist (Kanin,
1985).
Several researchers have sought to describe the typical
potential date rapist.Rapaport and Burkhart (1984) found
that the degree of involvement in sexually coercive behavior
was found to covary with personality measures of
irresponsibility, a lack of social conscience, and a value
orientation legitimizing aggression, particularly against
women. They also found that coercive sexual behavior is
relatively widespread among college males.Profoundly
aggressive sexual behavior is much less common and is more
restricted to males who are less well socialized and have
adversarial heterosexual beliefs.
Kanin's (1985) study of 71 self-acknowledged collegiate
daterapists found many distinct differences between the
rapists and the non-rapist controls.Kanin theorizes that
date rapists, as the result of a hypersexual socialization
process, are sexually very active, successful (in terms of
sexual conquests), and aspiring.These exaggerated
aspiration levels are seen as responsible for instituting a
high degree of sexual frustration; and this acute relative
deprivation, it is hypothesized, is a significant factor in
precipitating these rape episodes.
When asked whether they had ever used any of a list of
sexual exploitation techniques (drugging with alcohol,
extortion, fraud, and lying), fully 93% of the rapists in
the Kanin study, compared to 40% of the controls, had used
at least one of these techniques while in college. Crucial
to Kanin's central hypothesis, he found that 93% of the53
rapists, but only 37% of the controls, said that their best
friends would "definitely approve"of such tactics for
certain women.Furthermore, 91% of the rapists, in contrast
to 32% of the controls, have had such exploitation
procedures seriously suggested to them by their best friends
as a strategy for sexual success. Sexual exploitation of the
female largely permeates their entire social approach.
It seems evident that cultural norms are implicated in
sexual coercion and rape as much as any individual
personality traits. The following quote summarizes our
present dilemma:
People are conditioned to accept sexual roles in which
male aggression is an acceptable partof our modern
courtship culture.According to this line of
reasoning, campus rapists are ordinary males operating
in an ordinary social context, not even knowing they
are doing something wrong, let alone against the law.
From "The Female Fear" by Gordon and Riger (1989)
What is the Role of Alcohol?
As was seen in section I., the magnitude of alcohol
consumption and alcohol problems on campus is large. There
is also a high rate of acquaintance rape on college campuses
(Koss et al., 1987; Meilman, et al., 1990).Although the
two seem to be linked, this relationship has received little
research attention (Abbey, 1991).
One of the few studies to ask questions in both areas
was the Meilman study of date rape at Dartmouth (1990). It
was found that the man was under the influence of alcohol in
57.5% of the attempted rapes and 56.7% of the completed
rapes; the woman was under the influence in 50.6% of the
attempted rapes and 36.7% of the completed rapes.In the
Koss study (1987), about 75% of the men and at least 55% of54
the women involved in acquaintance rapes had been drinking
or taking drugs just before the attack.
Kanin's (1985) study of 71 self-acknowledged collegiate
date rapists found that 76% of them sought to intoxicate the
female involved, compared to only 23% of the controlgroup.
In his research with convicted rapists, Rada (1978)
consistently found that 50 percent of the menwere drinking
at the time of the offense and most were drinking heavily.
Of the rapists he has studied, 33 percent had histories of
alcoholism.Rada points out that a causal relationship
between alcohol and rape should not be inferred since there
is a similar high relationship between alcohol and other
crimes.
The typical view of this link between rape and alcohol
consumption is that rape occurs because disinhibition (loss
of judgement and self-control) occurs. Rada (1975) presented
an alternative explanation.Noting the widespread
acceptance of disinhibition theory, he suggested that
rapists may be using alcohol as an excuse for their
behavior, and may deliberately drink beforea planned sexual
assault, knowing their behavior is more likely to be excused
if they are drunk. It seems highly likely that date rapists
may be similarly motivated to drink. Alcohol has become an
acceptable excuse for deviant behavior in our culture.
Equally interesting, while alcohol consumption is often
used to the advantage of rapists, it has the opposite effect
for victims. In fact, victim intoxication isa primary cause
for declaring rape complaints unfounded.For example,
LeGrand (1973) found that among the rape complaints filed by
victims who had been drinking, 82 percentwere classified
unfounded.Although he does not feel drunkenness can be
used as an excuse for rape, Judge Ploscowe (1968) stated:
When a woman drinks with a man to the point of
intoxication, she practically invites him to take
advantage of her person.She should not be permitted
to yell when she is sober,'I was raped'(p.215).55
Surely, attorneys as well as offenders are aware of the
utility of a defense based on alcohol consumption and that
it can be used to shift responsibility to the victim.
In a study of violence within relationships, Aizenman
and Kelley (1988) found that most violent acts occur during
the beginning years of college, and that alcohol is usually
present.In the discussion of the implications of their
study, Aizenman and Kelley claim that the disinhibiting
effects of alcohol, on top of the societal expectation that
men must be aggressive, makes the young college male
especially prone to crossing the line into coercion as he
seeks to reassure himself and others of his own masculinity.
Drinking, Fraternities, and Gang Rape
An especially dark side of college drinking is the
phenomenon of gang rape. According to Horowitz (1987), in
the last few years over fifty "acquaintance gang rapes have
come to the attention of college authorities.Of these,
"nearly all [of recently reported incidents]... have
involved fraternities."Many cases are unreported and
unacknowledged by victims and assaulters.Acquaintance gang
rape appears to occur regularly, even every weekend, on a
few campuses.Ehrhart and Sandler (1985) describe the
typical scenario:
A fraternity holds a party.In many cases, a young
woman often has had too much to drink and/or too many
drugs.Therefore she may be unaware that the
"friendly" persuasion of the brothers is actually a
planned pursuit of easy prey.By the time she
recognizes her predicament, her confusion has changed
to fear and panic, and escape seems impossible.She is
unable to protest or her protests are ignored.
Anywhere from two to eleven or more men rape her.
While young women who are sexually abused in fraternity56
houses no longer necessarily maintain their silence, the
problem appears to be increasing, not abating (Green, 1985).
Why do fraternities provide such a conducive environment for
gang rape? According to Robin Warshaw (1988, pp. 105-106):
The culture of many fraternities instills in members a
group ethos which objectifies and debases women through
language and physical aggression, which lauds heavy
drinking and other drug use, and which reinforces group
loyalty through united behavior-- especially antisocial
and sometimes illegal behavior.Yet on many campuses,
fraternities equal social life;there is little else
to do other than attend fraternity parties where people
regularly drink until they vomit or black out and then
recover and drink some more, where reports of "trains"
(the slang expression for gang rapes, so called because
the men line up like cars on a train) are common and
where status depends on how long and how hard you party
and whether you manage to "score" sexually.
Andrew Merton (1985), an outspoken critic of college
fraternities, agrees with Warshaw:
For many adolescent males just out of high school, the
transition to college represents a first stepin a
struggle for a kind of "manhood" from which women are
viewed as objects of conquest-- worthy, but decidedly
inferior adversaries.The idea of women as equals is
strange and inconvenient at best, terrifying at worst.
Unfortunately, most colleges and universities provide
refuges ideally suited to reinforce these prejudices:
fraternities.
Merton's words are a sad but realistic commentary on
the social norms regarding drinking and sexual behavior on
our nation's college campuses. Hopefully, the present
research and future efforts will shed more light on this
subject, and help to promote safer, saner, healthier campus
environments for women and men.
********
The literature concerning each link in the chain
progressing from alcohol consumption to negative sexual57
outcomes has been discussed. Few studies have directly
assessed this relationship.No studies have asked the
following questions, which are aimed at specifying the
effects of alcohol consumption on the experience of negative
sexual outcomes in college women:
1. How does monthly alcohol consumption relate to the
incidence of negative sexual outcomes among college
women?
2. How does the frequency of alcohol consumption prior to
intercourse relate to the incidence of negative sexual
outcomes among college women?
3. How does the frequency of partner alcohol consumption
prior to intercourse relate to the incidence of
negative sexual outcomes among college women?
These questions will be the focus of the present
research.The methods and procedures chosen for exploring
these questions will be described in the following chapter.58
CHAPTER III
METHODS AND PROCEDURES
A discussion of the methods and materials used for the
study is provided in this chapter.The first section
includes the overall research design.The second section
includes the procedures involved in obtaining the sample
population.Construction of the questionnaire is discussed
in the third section. Procedures used in data collection and
analysis of the data are discussed in the fourth and fifth
sections of the chapter, respectively.
Overall Research Design
The overall research design involved surveying a
population of women at Western Oregon State College and
Oregon State University to assess the association of three
independent variables--
1. average monthly alcohol consumption by the women
surveyed,
2. frequency of alcohol consumption by the women
prior to sexual intercourse
3. frequency of alcohol consumption by their sexual
partners prior to sexual intercourse
with each of the five dependent variables--
1. total number of negative sexual outcomes
2. total number of incidents of STDs
3. total number of incidents of sexual coercion
4. total number of pregnancies and/or pregnancy
"scares"59
5. frequency of condom usage
As a part of this research design, selected demographic
factors were obtained and compared. These factors were used
to explore differences and similarities between the groups
involved in the study.
Subjects
The subjects were obtained by gaining permission from
the directors of the student health centers at Oregon State
University (OSU) and Western Oregon State College (WOSC) to
distribute and collect the questionnaire through their
reception desks. Both student health center directors were
extremely supportive of this effort, as were the staff
members involved. Two hundred questionnaires were given to
each student health center during the first week of
February, 1991; 166 were returned from OSU (an 83% return
rate), and 125 were returned from WOSC (a 62.5% return
rate).
A second, smaller group of non-treatment-seeking
subjects was obtained to be used as a comparison group.
Permission was granted from the instructors of the required
Health and Lifetime Fitness course (HHP 231) offered at both
universities to distribute the questionnaire to women in
their classes. Using these methods, 84 subjects were
obtained from OSU, and 55 subjects were obtained from WOSC.
The total number of subjects was 430 (treatment seeking
group, n = 291; non-treatment-seeking comparison group, n =
139). After preliminary data analysis, it was decided to
restrict the subject population to women age 25 and under,
since this was the age group of primary interest.This
eliminated 36 subjects from further data analysis.60
Questionnaire Development
The questionnaire went through several developmental
revisions.The initial listing of sexual outcomes that
could/should be addressed came from the health educator and
the director of nursing at the OSU Student Health Center.
Nine categories of negative sexual outcomes were identified:
sexually transmitted diseases, unplanned pregnancies,
pregnancy scares, abortions, M.A.T. (morning after
treatments), and four levels of coercive sex.
The researcher then presented a draft of questions
covering these issues to Dr. Lizbeth Gray, a campus AIDS
awareness researcher, and Dr. Rebecca Donatelle, the main
advisor for the research.After the questionnaire was
reviewed by Drs. Gray and Donatelle, it was decided that the
categories of abortion and M.A.T. were redundant with
unplanned pregnancies and pregnancy "scares" and would be
eliminated from the questionnaire. Also, at Dr. Gray's
suggestion, a few behavioral questions that could be
construed as having a judgmental bias were eliminated.
After all the suggestions and feedback acquired up to
this point in the development process had been incorporated
into the questionnaire, a pilot survey was conducted using
32 women from Personal Health (Health 170) classes at OSU as
test subjects. The primary purpose of the pilot survey was
to gain feedback regarding the clarity and ease of
comprehension of the questionnaire items; all feedback was
positive. The pilot group's only suggestion/ criticism was
that there should be questions regarding birth control
methods other than condoms. The researcher decided not to
implement this suggestion, as other birth control methods
were not of interest to the research questions posed by this
study.
A secondary purpose of this pilot survey was to assess
test/retest reliability of the questionnaire. There were no61
differences found between responses to survey #1 and survey
#2, which was administered one week later. Questionnaires
were coded according to the last 4 digits of each
respondent's social security number.
A panel of experts comprised of the researcher's
doctoral committee and consultants at OSU's Survey Research
Center reviewed each new draft of the questionnaire,
striving to develop and maintain the instrument's face
validity.The panel of experts also gave valuable guidance
as to the structural format to be followed.The final draft
was approved by the doctoral committee and was ready for
administration on February 1, 1991. The final questionnaire
may be seen in Appendix A.
Collection of Data
Questionnaires with pre-addressed return envelopes
paper-clipped to them were distributed to women from the
reception desks at the student health centers at Oregon
State University and at Western Oregon State College. The
women were encouraged by reception staff to fill out the
questionnaires either while waiting for their medical
appointments or in the privacy of their homes at a later
time. The majority of survey respondents chose to fill out
the questionnaires while at the health centers. The sealed
envelopes were placed in special bright yellow collection
boxes placed at each reception desk at the OSU Student
Health Center, and in a single collection box at the front
desk of the smaller WOSC Student Health Center.
At both schools, students who filled out the
questionnaires at home were able to return them
confidentially via the campus mail service. One hundred and
sixty-six questionnaires were returned from OSU's student
health center, and 125 were returned from WOSC's student62
health center, 83%. and 62.5% return rates, respectively.
Collection procedures for the class comparison group
differed slightly at the two campuses. At WOSC, the
researcher was allowed to attend three large lecture
sections of Health and Lifetime Fitness during the second
week of February, 1991; after giving a short presentation
concerning the research and the need for student assistance,
a total of 100 questionnaires were distributed to women who
volunteered to fill them out.Most of these were returned
to their class instructor at the next class session; the
instructor forwarded the questionnaires to the researcher
via campus mail. The remainder were returned individually. A
total of 55 questionnaires were returned by this group,
representing a return rate of 55%.
At OSU, because of instructor preference, the
researcher did not solicit volunteers at the large lecture
sections of Health and Lifetime Fitness, but rather at ten
of the small, separate lab sections.One-hundred and fifty
questionnaires were distributed at the lab sections during
the third week of February, 1991, with the request that they
be returned in the pre-addressed envelopes via campus mail.
A total of 84 questionnaires were returned by this group, a
56% return rate.
Analysis of Data
It was the purpose of this study to determine what, if
any, association existed between alcohol consumption and
negative sexual outcomes in a sample of college women.Data
from the 430 questionnaires were entered directly onto a
floppy disk using Word Perfect 5.0 and saved as an ASCII
file.Then the SPSSPC+ V3.0 program was used to generate
descriptive statistics for the survey sample.Frequencies
on all variables of interest were generated.63
The appropriate statistical tools were used to test the
stated hypotheses. Pearson's product moment correlations
were calculated to test the relationships between monthly
alcohol consumption and each of the interval scaled
dependent variables. The interval scaled dependent variables
included each of the three types of negative sexual
outcomes, as well as the overall category of total negative
sexual outcomes.The Pearson's correlations were used to
look for linear relationships between these variables.
Because some of the data seemed to demonstrate non-
linear relationships, 1-way ANOVAs were performed to
determine the significance of these relationships.If
significant differences were found, a Newman-Keuls test was
used to identify which groups differed significantly from
each other.
In many of the cases both Pearson's correlations and 1-
way ANOVA were performed.When the relationships found were
linear, these tests were redundant.When the relationships
were non-linear, correlations were not appropriate and will
not be reported.
Several chi-square tests were done to test for
independence between the selected groups. For example,
drinking prior to intercourse (each level of frequency, from
rarely to always, was considered a different group) was
tested with each of the categorical dependent variables
(e.g., whether or not the woman has had any negative sexual
outcomes, and STDs, any coercive sex, or any unplanned
pregnancy or pregnancy "scare".)When there were only two
groups to be compared and the data was interval, t-tests
were used.
Summary
Chapter III describes the materials and methods used in64
this study.Discussion relates to the participants in the
study, the development of the questionnaires, the data
collection method, and the statistical procedures used to
analyze the data.65
CHAPTER IV
RESULTS AND DISCUSSION
This study was conducted to determine what association,
if any, existed between alcohol consumption and negative
sexual outcomes in a sample of college women. A 58-item
questionnaire was administered to a sample of 430 college
women during winter term, 1991.
Description of the Subjects
The subject pool for this study came from two Oregon
colleges: Oregon State University in Corvallis and Western
Oregon State College in Monmouth. OSU contributed 58.1% of
thestudent sample, while WOSC contributed 41.9%. The
colleges are located 22 miles apart in the mid-Willamette
valley.The vast majority of both student bodies are
Oregonians.
A Comparison of OSU and WOSC Samples
As a means of understanding the makeup of the overall
subject population, OSU and WOSC were compared on
demographic variables as well as the variables dealing with
alcohol consumption and negative sexual outcomes.There was
not a significant difference between the two schools with
respect to the number of negative sexual outcomes. The mean
number of negative sexual outcomes was 2.77 at OSU and 2.21
at WOSC (t(392)=.96, p=.34).
There was a significant difference between OSU and WOSC
with respect to monthly alcohol consumption (t(327)=4.32,66
p<.001).Average monthly alcohol consumption of the OSU
subjects was 16.37 drinks, while WOSC's was 9.31. One drink
was defined in the questionnaire as being 12 oz. beer, 5 oz.
wine, or 1.5 oz. hard liquor.
Demographic Comparisons: OSU and WOSC
In comparing the survey respondents from the two
colleges, it was found that there was no significant
difference in the age of the subjects (t(392)=-.63, p=.53).
Chi-square analyses were used to test for independence
between the two colleges on other selected demographic
variables. Demographicvariables that were independent of
school were class standing (X2(5)=5.7, p=.33), state of
origin (X2(5)=9.6, p=.09), and family income (X2(4)=8.4,
p=.08). However, four other demographic variables were found
to be dependent on school: marital status, housing, ethnic
background, and religion.
There were significant differences betweengroups in
the distribution of marital status (X2(3)=7.7, p=.05). WOSC
had significantly more married women in their sample than
OSU (6.3% vs. 2.1%), while OSU had 2.2% separated or
divorced women, and WOSC had none. This difference from
expected frequency very likely was part of the reason for
WOSC's lower level of monthly alcohol consumption, since the
married women in this study drank less than the singlewomen
(3.6 drinks per month vs. 13.9 drinks per month).
There were also significant differences between OSU and
WOSC on the distribution of the students among 6 categories
of housing (X2(5)= 36.5, p=.0001).The main contributing
factor to this was that 10% of the OSU sample lived in
sororities, whereas WOSC doesn't have sororities. The WOSC
sample had 12% more women living in dormitories than OSU.67
Even though both samples were 93.1% white, there was a
significant difference between the two groups on the
distribution of ethnic background (X2(5)= 12.47, p=.02).
OSU's greater prevalence of Asians and Hispanics was the
major difference between the two schools.
There were also significant differences in religious
affiliations between the two schools (X2(6)= 14.7, p=.02).
The biggest religious affiliation difference was in the
percentage who categorized themselves as "other Christian"
(other than Catholic or Protestant); 17.2% of the OSU
respondents described themselves this way, as compared to
31.6% at WOSC. This may indicate a much larger proportion of
fundamentalist Christians among the WOSC subjects.
Comparisons of Student Health Center
and Class Samples
In order to better understand the statistical findings
related to the major hypotheses, comparisons were made
between the student health center (the primary group of
interest) and the class comparison group on key measures of
alcohol consumption and negative sexual outcomes (see Tables
2 and 3).Alcohol consumption patterns were quite different
in the two groups, with the younger class population
averaging 15.18 drinks per month and the older student
health center population drinking only 12.9 drinks per
month. This reflects the tendency of younger students to
drink more during their first years away from home than when
they are more experienced, and is congruent with national
data (NIDA, 1990). However, because of extremely large
standard deviations (15.434 in the SHC group, and 18.64 in
the class group), the difference in average monthly alcohol
consumption was not statistically significant.68
The alcohol consumption distribution chart shown in
Figure 3 depicts the source of the large standard deviations
that were found throughout the data analysis: a very few,
very heavy drinkers created an extremely skewed curve.
Figure 3. Monthly Alcohol Consumption Distribution for
Entire Survey Sample.
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There were also no significant differences in the
number of pregnancy "scares" or in three of the four
measures of coercive sex. There was a definite trend for
there to be more reports of coercive touching by the class
subjects, though the difference was only marginal.
Statistically significant differences between the two
groups were found for four interrelated variables: age,
experience with sexual intercourse, incidence of STDs, and
incidence of unplanned pregnancy.Table 2.
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Descriptive and Comparative Data on Negative
Sexual Outcomes in Student Health Center and
Class Samples.
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OSU
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The mean age of the SHC subjects was 20.55years; for the
class subjects it was 18.74 (t.11.71, p..001).27.1% of the
class subjects had never had sexual intercourse;only 15.51
of the SHC subjects had never had sexual intercourse (X2(5)=
12.93, p..02).
In the SHC subjects, 14.7% of the women had experienced
one or more sexually transmitted diseases, while 5.91 of
women in the class subjects had had STDs (X2(1)= 5.82,
p =.02). Similarly, 17.21 of the SHC subjects had experienced
an unplanned pregnancy, while only 5.21 of the class
subjects had (X2(1)= 7.18, p=.007).
Table 3 gives an indication of the role that alcohol70
plays in the experience of sexual coercion oncampus. It was
found that alcohol was consumed by the perpetrator, the
victim, or both in the majority (57-69%) of incidents of
sexual coercion. This finding is strikingly similar to the
findings of the national collegiate acquaintancerape study
by Koss (1987), in which 75% of the men and 55% of thewomen
had been drinking prior to the occurrence of a sexual
assault.
Table 3.Descriptive Data for Experience of Sexual Coercion
and Alcohol Consumption at the Time in Student
Health Center and Class Samples.
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Findings Related to Major Hypotheses
The following section will describe and discuss the
findings of the survey that relate to the major hypotheses.
In a more succinct form, all of the significant associations
and differences may be seen in Tables 6 and 7 following the
narrative below.Empty cells in those tables indicate that
there were no significant correlations or associations
between the two variables tested.
Because some of the data seemed to demonstrate non-
linear relationships, 1-way ANOVAs were performed to
determine the significance of these relationships.In many
of the cases both Pearson's correlations and 1-way ANOVA
were performed.When the relationships were linear, these
tests were redundant.When the relationships were non-
linear, correlations were not appropriate and will not be
reported.
HYPOTHESIS 1:
la.HoAmong college women there is no significant
association between monthly alcohol consumption
and the number of negative sexual outcomes
experienced.
Results indicated that the null hypothesis should not
be rejected (SHC, r(200)=.04, p=.29; Class, r(87)= -.10,
p=.45).When the total number of negative sexual outcomes
was added up, no association was found between this total
number and individual monthly alcohol consumption.Monthly
alcohol consumption did not predict the number of negative
sexual outcomes experienced.
lb.H.:Among college women there is no significant72
association between monthly alcohol consumption
and the number of sexually transmitted diseases
experienced.
Results indicated that the null hypothesis should not
be rejected (SHC, r(200)=.09, p=.1; Class, r(87)=.05, p=.3).
Regardless of the amount of alcohol consumed, there appeared
to be no association between alcohol consumption and the
numbers of STDs experienced.
lc.HoAmong college women there is no significant
association between monthly alcohol consumption
and the number of unplanned pregnancies or
pregnancy "scares"
Results indicated that the null hypothesis should not
be rejected (SHC, r(200)=.004, p=.48; Class, r(87)=.006,
p=.48).Thus, there appeared to be no association between
monthly alcohol consumption and the incidence of unplanned
pregnancies or pregnancy "scares".
id.HoAmong college women there is no significant
association between monthly alcohol consumption
and the incidence of coercive physical contact,
coercive sex, date rape, or rape.
Results indicated that the null hypothesis should be
rejected.Average monthly alcohol consumption for those who
have never experienced coercive touching or sex was 10.72
drinks; for those who have experienced one or more such
incidents, average monthly alcohol consumption was 16.37, a
difference significant at the .007 level (t(222)= -2.72).
Results indicated that those who had experienced any or all
of the four measures of sexual coercion drank significantly73
more than those who hadn't.
le.HoAmong college women there is no significant
association between monthly alcohol consumption
and the frequency of condom usage.
Results indicated that the null hypothesis should not
be rejected. A one-way ANOVA found no significant
differences with regard to monthly alcohol consumption
between groups representing 5 various frequencies of condom
usage (ranging from Never to Always)(SHC, F(199)=1.6,
p=.16; Class, F(86)=1.0, p=.42).
HYPOTHESIS 2:
2a.HoAmong college women there is no significant
association between female alcohol consumption
prior to intercourse and the number of negative
sexual outcomes experienced.
Results indicated that the null hypothesis should not
be rejected (SHC, r(217)=.04, p=.28; Class,
r(97)=.05,p=.32). When the total number of negative sexual
outcomes was combined for each subject, no association was
found between this total number and the frequency of female
alcohol consumption prior to intercourse.Thus regardless
of the frequency of alcohol consumption prior to
intercourse, there appeared to be no association between
this alcohol consumption and the number of negative sexual
outcomes experienced.
2b.HoAmong college women there is no significant
association between female alcohol consumption74
prior to intercourse and the number of sexually
transmitted diseases experienced.
Results indicated that the null hypothesis should be
rejected. ANOVA found differences in the number of STDs
among women with different levels of alcohol consumption
prior to intercourse that were significant at the .01 level
(SHC, F(217)=3.14, p=.01, Class, F(96)=.08, p=.97).The
Student-Newman-Keuls procedure was used after the ANOVA to
identify which groups among the SHC sample differed
statistically from each other.
Those who responded to the question "About how often do
you drink alcoholic beverages before having sexual
intercourse?" with the extreme answers ("always", "usually",
or "never") experienced significantly fewer STDs than those
who gave the middle response, "occasionally". Table 4,
below, lists the average number of sexually transmitted
diseases experienced by women according to the frequency of
their alcohol consumption prior to intercourse.
Table 4.Average Number of STDs Experienced According to
Frequency of Female Alcohol Consumption Prior to
Intercourse.
Average Number of
STDs Experienced
Drink alcoholic beverages before
intercourse?
.0000 Group 5- "Always" or "Usually"
.0517 Group 1- "Never"
.2000 Group 4- "About half the time"
.2427 Group 2- "Rarely"
.3864** Group 3- "Occasionally"
Groups 5 and 1 were statistically lower than group 3
with respect to the number of STDs (**p<.01).All
other groups were not significantly different from each
other.75
2c.HoAmong college women there is no significant
association between female alcohol consumption
prior to intercourse and the incidence of coercive
physical contact, coercive sex, date rape, or
rape.
Results indicated that the null hypothesis should not
be rejected (SHC, r(217)=.03, p=.35; class, r(97)=.11,
p=.14).Female alcohol consumption prior to intercourse had
no association with the incidence of coercive physical
contact, coercive sex, date rape, or rape.
2d.HoAmong college women there is no significant
association between female alcohol consumption
prior to intercourse and the incidence of
unplanned pregnancies or pregnancy "scares".
Results indicated that the null hypothesis should not
be rejected (SHC, r(217)=.02, p=.37; class, r(97)=.04,
p=.33).The frequency of female alcohol consumption prior
to intercourse had no association with the incidence of
unplanned pregnancies or pregnancy "scares".
2e.Ho:Among college women there is no significant
association between female alcohol consumption
prior to intercourse and the frequency of condom
usage.
Results for the population of interest, the student
health center group, indicated that the null hypothesis
should not be rejected (SHC, X2(20)=22, p=.34). Female
drinking prior to intercourse was independent of condom76
usage.However, there was a significant dependence between
these two variables in the class comparison group:
X2(20)=28, p=.02.
HYPOTHESIS 3:
3a. Among college women there is no significant
association between male alcohol consumption prior
to intercourse and the number of negative sexual
outcomes experienced.
Results for the population of interest, the student
health center group, indicated that the null hypothesis
should not be rejected (r(200)=.06, p=.2). When the total
number of negative sexual outcomes was combined for each
subject, no association was found between this total number
and the frequency of male alcohol consumption prior to
intercourse.Thus, there appeared to be no association
between frequency of male alcohol consumption prior to
intercourse and the number of negative sexual outcomes
experienced.
However, there was a significant association between
these two variables in the class comparison group; the
Pearson's correlation of .2062 is significant at the .02
level.
3b.H.:Among college women there is no significant
association between male alcohol consumption prior
to intercourse and the number of sexually
transmitted diseases experienced.
Results indicated that the null hypothesis should be77
rejected.In the SHC group, significant differences in the
incidence of STDs in the female were found to exist
according to the frequency of male alcohol consumption prior
to sexual intercourse (F(217)=2.67, p=.03).A post-hoc
Newman-Keuls test found that the differences were
paradoxical: those women whose sexual partners always or
never drink prior to intercourse were less likely to
experience an STD than those whose partners occasionally
drink prior to intercourse.
In the class comparison group, there were no
significant differences in the incidence of female STDs
according to partner alcohol consumption prior to
intercourse (F(96)=.08, p=.36)
The significant differences found in the SHC group on
these two variables were identical to those found for
Hypothesis 2b concerning the association of female alcohol
consumption prior to intercourse and STDs:
Those who responded to the question "About how often do
you drink alcoholic beverages before having sexual
intercourse?" with the extreme answers ("always", "usually",
or "never") experienced significantly fewer STDs than those
who gave the middle response, "occasionally". Table 5 lists
the average number of sexually transmitted diseases
experienced by women according to the frequency of their
sexual partner's alcohol consumption prior to intercourse.78
Table 5.Average Number of STDs Experienced According to
Frequency of Partner Alcohol Consumption Prior to
Intercourse.
Average Number of
STDs Experienced
Partner drink alcoholic beverages
before intercourse?
.0000 Group 5- "Always" or "Usually"
.0909 Group 1- "Never"
.2041 Group 4- "About half the time"
.2308 Group 2- "Rarely"
.3958** Group 3- "Occasionally"
Groups 5 and 1 were statistically lower than group 3
with respect to the number of STDs (**pc.01).All
other groups were not significantly different from each
other.
3c.HoThere is no significant association between male
alcohol consumption prior to intercourse and the
incidence of coercive physical contact, coercive
sex, date rape, or rape among college women.
Results indicated that the null hypothesis should not
be rejected (SHC, r(217)=-.02, p=.4; class, r(97)=.09,
p=.18).One way ANOVA also found insignificant results for
both groups. This indicated that women whose sexual partners
drink prior to intercourse were no more likely to experience
sexual coercion than women whose partners don't drink prior
to intercourse.
3d.HoThere is no significant association between male
alcohol consumption prior to intercourse and the
incidence of unplanned pregnancies or pregnancy
"scares" among college women.79
Results for the population of interest, the student
health center group, indicated that the null hypothesis
should not be rejected.However, in the class comparison
group these two variables correlated at the .04 level
(r(97)=.1794). It appears that while the class comparison
group has had significantly fewer pregnancies and pregnancy
"scares" than their older counterparts from the SHC, male
alcohol consumption prior to intercourse was more likely to
be associated with the class group's pregnancies and
pregnancy "scares".
3e.HoAmong college women there is no significant
association between male alcohol consumption prior
to intercourse and the frequency of condom usage.
Results indicated that the null hypothesis should not
be rejected (SHC X2(20)=27.6, p=.12; class, X2(20)=26.7,
p=.14). There were no significant differences in frequency
of condom usage associated with varying frequency levels of
male alcohol consumption prior to intercourse. Thus, male
alcohol consumption prior to intercourse did not appear to
be associated with condom usage.
In tables 6 and 7, X refers to a group's average
monthly alcohol consumption in terms of number of drinks.80
TABLE 6. Findings Related to Major Hypotheses.
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TABLE 7. Findings for Major Hypotheses and Separate
Categories of Sexual Coercion.
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Further Discussion of Results
While it was not one of the original hypotheses, the
survey data was analyzed to see what percentage of coercive
sexual acts followed alcohol consumption by the victim, the
perpetrator, or both. The results were quite similar to the
findings of Koss in her nationwide study (1987), which lends
credibility to this study and to the how representative the
population surveyed was.The results are presented in table
8.
Table 8.Alcohol Involvement in Sexual Coercion,
Combined Subjects.
Type of Sexual Coercion Percentage of
Incidents
Involving Alcohol
Consumption (by
victim, perpetrator,
or both)
Coercive physical contact 66.6%
Coercive sexual intercourse
(verbally forced date rape)
59.7%
Date rape
(Physically forced rape by
an acquaintance)
68.5%
Stranger rape 66.7%
Also, when the entire population surveyed was
considered, there was a significant difference in alcohol
consumption between those who had and those who had not
experienced sexual coercion. The mean monthly alcohol
consumption for those who have experienced one or more of
the four forms of sexual coercion discussed was 16.8 drinks,
while the mean for those with no experience of sexual83
coercion was 11.5 drinks (t(254)= -2.85, p=.005**).
One difficulty in interpreting the survey results arose
in the area of sexual coercion. There was some obvious
confusion on behalf of several of the students concerning
the questions on coercive sex.Several students added an
explanation that they had answered the questions in terms of
incidents of child abuse or incest. This led to some very
high numbers of sexual coercion incidents being reported
that were associated with zero alcohol consumption, since
the incidents occurred in early childhood. Deleting subjects
who wrote such comments from the subject pool was
considered, but since there was no way of telling how many
other subjects may have answered in terms of childhood
incidents, they were left in.
To compensate for this, the four coercive sex measures
were tested with chi-square and t-tests, in addition to the
Pearson's correlations and ANOVAs that were done on all the
other variables.The answers to the four coercive sex
questions were reduced to "yes" or "no" rather than
assigning the appropriate number to them. This yielded the
only p value under .05 of all the twelve tests performed on
this variable: subjects who had experienced sexual coercion
had significantly higher alcohol consumption (16.8 drinks
per month vs. 11.5 drinks per month,t(327)=-2.94, p=.007).
Findings From Preliminary Analysis
Before analyzing the data according to the two separate
groups (student health center and class), a preliminary
examination of the data from all 430 subjects was done as an
exploratory measure. The following were some of the most
significant findings:
Those who had and those who hadn't experienced any of
the four measures of coercive sex had significantly84
different levels of monthly alcohol consumption (i = 11.45
drinks per month for those who had experienced no sexual
coercion vs. i = 16.83 drinks for those who had)
(t(254.65)= -2.85, p = .005).
Other significant results found in the area of sexual
coercion may be seen in Table 9 below.
Table 9.Significant Differences in Average Monthly Alcohol
Consumption and the Experience of Two Types of
Sexual Coercion.
Average Monthly Alcohol
Consumption
Had they
experienced
coercive sex?
Yes
No
17.84 drinks
12.48 drinks
(verbally
forced date
rape)
t(283)=-2.14, p=.03
Had they
experienced
physically
Yes
No
16.62 drinks
12.18 drinks
forced date
rape?
t(285)=-2.26, p=.02
Drinking before intercourse, by both sexes, was
significantly associated with condom usage. Hypothesis 3
(partner drinking prior to intercourse) and condom usage,
was significant at the .001 level (X2(20)= 43.78). For
Hypothesis 2 (female drinking prior to intercourse) condom
usage was significant at the .009 level (X2(20)= 37.82).
The best interpretation of these findings is that those who
always or never drink prior to intercourse are more likely
to use condoms than those who say they occasionally drink
prior to intercourse.ANOVA on monthly alcohol consumption
and condom usage yielded insignificant results (F(286)=1.56,85
p=.17), but the monthly consumption averages for the
different frequencies of condom usage definitely followed
the same pattern as that found in the chi-square tests:
there was lower alcohol consumption among those who always
or never use condoms, as compared to the middle frequencies,
as seen in Figure 4.
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Figure 4. Frequency of Condom Usage and its Association With
Average Monthly Alcohol Consumption.
There were significant differences between those who
have had and those who have not had chlamydia (8% of the 430
subjects) based on the frequency of partner alcohol
consumption prior to intercourse (X(4). .05, p=.05). Not
surprisingly, the pattern in the chi-square table is similar
to the one on condom usage and drinking prior to
intercourse: those who never drink prior to intercourse were
least likely to have had chlamydia.
Because of this last result, and because chlamydia was
by far the most prevalent STD reported in this survey, the
analysis of the SHC and class groups explored this variable
separately. "Have had/have not had chlamydia" was checked86
out against all three independent variables; none of the
tests yielded significant results, because cell sizes had
become too small.
Another important result in this study was that even
though null hypothesis is (monthly alcohol consumption and
the incidence of unplanned pregnancies or pregnancy
"scares") was not rejected, there were obvious differences
between groups. An interesting finding on unplanned
pregnancy and pregnancy "scares" is apparent in Table 10.
Table 10. Differences Between WOSC and OSU Involving
Pregnancy and Pregnancy "Scares."
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drinks
78% 18.1% 43.4%
TOTAL
Student
Health
Center
N.258
20.55 87.2% 12.9
drinks
84.5
%
17.2% 38.7%
OSU
Classes
M=84
18.5 80.7% 18.49
drinks
78% 4.7% 25%
WOSC
Classes
W51
19.14 72.5% 9.11
drinks
65% 6.3% 37.5%
TOTAL
Classes
N135
18.74
p=.001
77.6% 15.18
drinks
73% 5.2%
X2(1).7.2
p..007
29.2%87
Both the SHC and the class populations experienced more
unplanned pregnancies and pregnancy "scares" at WOSC than at
OSU.This evidence of less effective contraception among
the WOSC students may indicate support for the sexual guilt
theory of Geis and Gerrard (1984), in that those who are
more religious, as the WOSC students were, are more likely
to feel guilt about sexual behavior and are less likely to
use contraception than those who don't feel guilty about it.
It may also stem from the fact that there was a greater
proportion of married women at WOSC, for whom an unplanned
pregnancy is a much less severely negative sexual outcome
than it is for single women.
Student Opinion on the Role of Alcohol
The survey instrument ended with this open-ended
question:"Thinking of yourself and your friends on campus-
How important a role do you feel alcohol plays in terms of
sexual behavior, sexually transmitted disease, unwanted
pregnancies, and coercive sexual behavior?"
Of 255 students who wrote responses to this question
(59.3k of the 430 surveyed), 56.1A indicated that it was
"very important", 22.4% indicated that it was "important,"
and 11.4% indicated that it was not important.88
Other breakdowns on this question may be seen in Table
11.
Table 11. Student Opinion on the Role of Alcohol in Terms of
Sexual Behavior, STDs, Unwanted Pregnancies, and
Coercive Sexual Behavior on Campus.
Think alcohol
plays
an important or
very important
role
Thinks alcohol
plays an
unimportant role
OSU Student
Health Center
90.2% 7.6%
WOSC Student
Health Center
71.7% 8.3%
TOTAL SHC 82.9% 7.9%
OSU Classes 78.4% 9.8%
WOSC Classes 65.5% 20.7%
TOTAL Classes 73.8% 13.8%
It is interesting to note that the college with the
lowest alcohol consumption and the groups with the highest
alcohol consumption were somewhat less inclined to blame
alcohol for negative sexual outcomes.Several WOSC survey
respondents wrote at some length on the subject of people
who use alcohol as an excuse for "doing what they really
want to do anyway."89
CHAPTER V
SUMMARY, DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS
This study was conducted to determine what association,
if any, existed between alcohol consumption and negative
sexual outcomes in a sample of college women. Data for the
study were collected during winter term, 1991.Three major
research hypotheses were developed to examine the nature of
the relationship between alcohol consumption and negative
sexual outcomes. Five measures of negative sexual outcomes
were tested for each of the major hypotheses.Descriptive
variables were also compared.
Based on the findings of the study, Chapter 5 will
present (1) a summary of the study,(2) conclusions of the
data analysis,(3) discussion, and (4) recommendations.
Summary of the Study
A 58-item questionnaire covering drinking, experiences
of sexually transmitted disease, pregnancy, sexual coercion,
and condom usage was developed by the researcher in
collaboration with the doctoral committee, health
professionals at the OSU Student Health Center, and
consultants at the OSU Survey Research Center. The
questionnaire was administered to a sample of 430 women on
the Oregon State University and the Western Oregon State
College campuses.
The primary study population (N=291) came from student
health centers on both campuses; a comparison group (n=139)
came from Health and Lifetime Fitness classes (HHP 231) on
both campuses. Similar proportions of the two groups came
from each campus (66.4% SHC/ 33.6% class from OSU; 69.4%90
SHC/ 30.61 class from WOSC). After preliminary data
analysis, it was decided to restrict the subject population
to women age 25 and under, since this was the age group of
primary interest.This eliminated 36 subjects from further
data analysis.
Hypotheses of the Study
Based on analysis of previous research, the following
null and alternative hypotheses were developed:
1. 110:Among college women there is no significant
association between monthly alcohol consumption
and...
a. ...the total number of negative sexual
outcomes.
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies or
pregnancy "scares".
e. ...the frequency of condom usage.
Ha:Among college women there is a significant
association between monthly alcohol consumption
and...
a. ...the total number of negative sexual
outcomes.
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies or
pregnancy "scares".91
e. ...the frequency of condom usage.
2. H0:Among college women, there is no significant
association between the frequency of alcohol
consumption prior to intercourse and...
a. ...the total number of negative sexual
outcomes.
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies or
pregnancy "scares".
e. ...the frequency of condom usage.
H,:Among college women, there is a significant
association between the frequency of alcohol
consumption prior to intercourse and...
a. ...the total number of negative sexual
outcomes.
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies or
pregnancy "scares".
e. ...the frequency of condom usage.
3. 110:Among college women, there is no significant
association between the frequency of their sexual
partners' alcohol consumption prior to sexual
intercourse and...
a. ...the total number of negative sexual
outcomes.
b. ...the incidence of STDs.
c. ...the incidence of coercive physical92
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies or
pregnancy "scares".
e. ...the frequency of condom usage.
Among college women, there is a significant
association between the frequency of their sexual
partners' alcohol consumption prior to sexual
intercourse and...
a. ...the total number of negative sexual
outcomes.
b. ...the incidence of STDs.
c. ...the incidence of coercive physical
contact, coercive sex, date rape, or rape.
d. ...the incidence of unplanned pregnancies or
pregnancy "scares".
e. ...the frequency of condom usage.
The findings of this study were varied. The greatest
support for the alternate hypotheses lay in the areas of
coercive sex and sexually transmitted diseases.Several
significant associations were found between these negative
sexual outcomes and alcohol consumption.
Generalizations based on the findings of this study are
made in reference only to the population of students who
responded to the surveys in the Student Health Centers at
Oregon State University and Western Oregon State College. To
summarize the results:
1. There was no significant association between the total
number of negative sexual outcomes, the number of STDs, the
number of incidents of coercive sex, or the number of
pregnancies and pregnancy "scares" and any of the 393
independent variables concerning alcohol consumption
(average monthly alcohol consumption, female alcohol
consumption prior to intercourse, and male alcohol
consumption prior to intercourse). Likewise, analysis of
variance found no significant differences between various
frequencies of condom usage, ranging from never to always,
and monthly alcohol consumption.
2. T-tests indicated that there were significant
differences between groups on the basis of whether or not
(yes/no) sexual coercion had been experienced and what
average monthly alcohol consumption was: those who had
experienced sexual coercion had a higher average monthly
alcohol consumption level (16.4 drinks) than those who had
not (10.7 drinks)(t(222)=-2.72, p=.007).
Both the alcohol consumption level and the incidence of
coercive sexual behavior found in this study are similar to
those reported on other campuses (Koss et al., 1987; Abbey,
1991). In Muehlenhard and Linton's 1987 study, 55% of the
men and 535 of the women were under the influence of alcohol
at the time of a sexual assault; the association of alcohol
and coercive sexual behavior found in this study was
certainly consistent with these figures.
3. There were significant differences in the number of
STDs experienced by women according to the frequency of
female alcohol consumption prior to intercourse (p=.01).
Those who responded to the question "About how often do you
drink alcoholic beverages before having sexual intercourse?"
with the extreme answers ("always", "usually", or "never")
experienced significantly fewer STDs than those who gave the
middle response, "occasionally."One purely speculative
explanation for this seemingly counter-intuitive result
stems from an interaction of two of the factors found by
Whitley (1990) to predict effective contraception: frequency94
of intercourse and relationship status. Whitley found that
for both women and men, less frequent intercourse was
associated with condom use and uncommitted relationships,
while more frequent intercourse was associated with oral
contraceptives and committed relationships.Because of
these connections, it may be that those who say they
"always" drink may be more likely to consistently use
condoms to protect themselves from STD exposure, partly
because they drink and partly because they have intercourse
with multiple partners.Conversely, those who say they
"never" drink may represent a more conservative group that
is more likely to be in committed, monogamous, STD-safe
relationships.
Another potential explanation for this result is that
those who would answer "always" or "never" to this question
seem very likely to have more consistent, predictable
intimate relationships than those who would answer
"occasionally"; this may indicate a higher proportion of
those in committed, monogamous relationships.Such
relationships are obviously conducive to lower rates of
STDs.
There were no significant associations between female
alcohol consumption prior to intercourse and the total
number of negative sexual outcomes, the number of incidents
of coercive sex, the number of pregnancies or pregnancy
"scares", or the frequency of condom usage. This measure
concerns itself with "typical" habits, which means that
women answered in terms of sexual intercourse with their
usual partner. Sexual coercion is much more likely to occur
in a dating situation with a new partner or acquaintance
(Warshaw, 1988). Pregnancy and pregnancy "scares" weren't
affected by any of the alcohol consumption variables, except
for the class comparison group. The fact that the class
comparison group experienced more pregnancies relative to
partner drinking, rather than to their own drinking,qF
indicates that a lack of interpersonal assertiveness may
lead them to take contraceptive risks.
And finally, "total number of negative sexual outcomes"
is comprised of STDs, coercive sex, and pregnancies and
pregnancy "scares".Since only one of these three had
significant association with alcohol consumption, it follows
that the combined measure (total negative sexual outcomes)
didn't find an association with female alcohol consumption
prior to intercourse.
4. There were significant differences in the number of
STDs experienced by women according to the frequency of
partner alcohol consumption prior to intercourse (p=.03). In
results identical to those found for female alcohol
consumption prior to intercourse, those who responded to the
question "About how often does your partner drink alcoholic
beverages before having sexual intercourse?" with the
extreme answers ("always", "usually", or "never")
experienced significantly fewer STDs than those who gave the
middle response, "occasionally."
The same speculations offered in #3 above apply to
attempting to understand this finding on partner alcohol
consumption prior to intercourse: there must be some
connection between the predictability of sexual intercourse
and the resulting impact on prophylactic and partner
choices.
There were no significant associations between partner
alcohol consumption prior to intercourse and the total
number of negative sexual outcomes, the number of incidents
of coercive sex, the number of pregnancies or pregnancy
"scares", or the frequency of condom usage. To account for
this lack of significance with other negative sexual
outcomes, the same explanation holds for partner alcohol
consumption prior to intercourse as for female alcohol
consumption prior to intercourse: This measure concerns96
itself with "typical" habits, which means that women
answered in terms of sexual intercourse with their usual
partner. Sexual coercion is much more likely to occur in a
dating situation with a new partner or acquaintance
(Warshaw, 1988). Pregnancy and pregnancy "scares" weren't
affected by any of the alcohol consumption variables, except
for the class comparison group. And finally, "total number
of negative sexual outcomes" is comprised of STDs, coercive
sex, and pregnancies and pregnancy "scares"; only one of
these three had a significant association with alcohol
consumption, so it follows that the combined measure didn't
find an association with male alcohol consumption prior to
intercourse.
Discussion
One of the most telling findings of this study was that
while the WOSC survey respondents drank significantly less
than the OSU survey respondents, they did not experience
fewer negative sexual outcomes. The very juxtaposition of
these two facts gave early indication that while alcohol may
contribute to negative sexual outcomes, the results of this
investigation would not be unequivocal.That WOSC had so
much less alcohol consumption and yet did not differ
significantly on the incidence of negative sexual outcomes
indicated that factors other than alcohol consumption must
be extremely important.
The most salient factor contributing to this disparity
in alcohol consumption is availability.WOSC is located in
a "dry" town, but OSU is not, so alcohol is far morereadily
available to OSU students. Other factors in this lighter
alcohol consumption pattern at WOSC include all of the
significant demographic differences that were found: married
women surveyed drank less (average monthly consumption: 3.697
drinks) than single women (average monthly consumption: 13.9
drinks) in this study, and there were more married women at
WOSC; religious fundamentalists usually do not drink at all,
and this group was far more heavily represented at WOSC; and
students who lived in sororities (there are no sororities at
WOSC) drank more than those who didn't (16.9 vs. 13.4 drinks
per month).
One of the more noticeable differences between the SHC
and class samples was in the reported incidence of coercive
touching. There was a definite trend for there to be more
reports of coercive touching by the class subjects, although
it was not quite strong enough to be statistically
significant. In the class subjects, 51.5% had experienced
such touching, whereas only 39.4% of the student health
center subjects reported it (X2(1)= 3.52, p=.06). It seems
probable that this difference stems from recency bias
(Luchins, 1957), and that this type of experience is
actually equally common to both groups, but is more salient
to the younger group because unwanted touching is a
relatively new experience. This reported difference between
the groups may reflect "culture shock" that the younger
students have experienced upon first participating in the
campus social scene. The social behavior of these young
women is highly affected by the fact that they are free of
both parental restriction and protection for the first time,
and are interacting with young men who are similarly
uncontrolled (Aizenman and Kelley, 1988; Kraft, 1988; and
Abbey, 1991).
The mean age of the SHC subjects was 20.55 years; for
the class subjects it was 18.74 (p=.001, t=11.71).This
difference certainly contributed directly to the other three
significant differences (experience of sexual intercourse,
STDs, and unplanned pregnancy), as all three are experiences
that become more likely to have occurred as a woman grows98
older.
In the class subjects, 27.1% had never had sexual
intercourse; in the SHC subjects, only 15.5% had never had
sexual intercourse (X0(5)= 12.93, p=.02).This is an
unsurprising rate of attrition given the age difference
between the two groups; it appears quite probable that if
the age distributions had been more similar, there would
have been no significant differences between the groups on
any of the variables.
Another important result in this study was that even
though null hypothesis lc (concerning monthly alcohol
consumption and the incidence of unplanned pregnancies or
pregnancy "scares") was not rejected, there were important
differences between groups. An interesting finding on
unplanned pregnancy and pregnancy "scares" was apparent:
Women at WOSC experienced a larger proportion of unplanned
pregnancies, and a far larger proportion of pregnancy
"scares," than women at OSU.
This was true for both the SHC and the class groups,
despite the fact that WOSC had a significantly lower rate of
alcohol consumption as well as a smaller proportion of women
who were sexually active.This indicates considerably less
contraceptive effectiveness among the WOSC sample as
compared to OSU.Given this fact, and the fact that there
apparently were more religious fundamentalists among the
WOSC subjects, this situation may be a classic example of
one of the most typical manifestations of sexual guilt: a
self-denial of sexual activity, resulting in non-use of
contraception (Gerrard, 1987).
While hypothesis 3a (concerning partner alcohol
consumption and the number of negative sexual outcomes) was
not rejected for the SHC group, there was a significant
correlation between these two variables in the class
comparison group. The Pearson's correlation of .2062 is99
significant at the .02 level.This is probably a reflection
of this younger group's higher mean alcohol consumption (the
class subjects averaged 15.18 drinks per month vs. 12.9
drinks for the SHC subjects), combined with their higher
incidence rate of coercive physical contact (51.5% of the
class subjects reported it, as opposed to 39% of the SHC
subjects, a difference significant at the .06 level).
One of the more perplexing results of this study was
the way in which null hypothesis 3b was rejected. The
association found between partner alcohol consumption prior
to intercourse and the number of STDs experienced was
peculiar: those who never or always drank were less likely
than those who occasionally drank prior to intercourse.
Judging from the open-ended comments on the questionnaires,
it appears that many of the respondents were in long-term
monogamous relationships, and were using oral contraceptives
rather than condoms; such people were at greatly reduced
risk of contracting STDs. At the other end of the spectrum
were those who had multiple partners but were extremely
conscientious about using condoms. This group would
logically be at lower risk too, than those who would say
that they use condoms rarely, occasionally, or half the
time.
On hypothesis 3d (concerning partner alcohol
consumption and the incidence of unplanned pregnancy or
pregnancy "scares") results for the population of interest,
the student health center group, indicated that the null
hypothesis should not be rejected. However, in the class
comparison group these two variables correlated at the .04
level (r(97)=.1794). It appears that while the class
comparison group has had significantly fewer pregnancies and
pregnancy "scares" than their older counterparts from the
SHC, male alcohol consumption prior to intercourse was more
likely to be associated with it.
Apparently, male alcohol consumption is more of a100
determining factor for whether effective contraception is
used or not for these younger, less experienced women.This
may have to do with the women being less assertive than
their older counterparts, as well as the tendency noted by
Aral and Cates (1989) for those who a less frequently
sexually active to be less effective contraceptors.
The answers to the four coercive sex questions were
reduced to "yes" or "no" rather than assigning the
appropriate number to them. This yielded the only p value
under .05 of all the twelve tests performed on this
variable: subjects who had experienced sexual coercion had
significantly higher alcohol consumption (16.8 drinks per
month vs. 11.5 drinks per month, t(327)=-2.94, p=.007). It
seems likely that the relationship between alcohol
consumption and sexual coercion is even greater than the
results of this study indicate, but the lack of clarity in
the questionnaire (e.g., victims of child abuse reported
their experience, which involved much less alcohol
consumption than collegiate sexual coercion) may have
distorted the obtained results.There is no way to assess
how great a distortion there was.
An interesting relationship between condom usage and
alcohol consumption repeated itself over and over again in
the various statistical tests, following the same pattern
seen in Figure 4. It appears that the extremes (never drink,
always drink) are consistently the most likely to use
condoms, while those in the rarely and occasional categories
follow no discernible pattern. This may parallel what has
been speculated for the similar findings associating alcohol
consumption prior to intercourse and STDs: that those who
can answer "always" or "never" have more consistent,
predictable sex lives than those who give the middle
responses, and are consequently better, safer contraceptors.101
Conclusions
1. In the population of college women surveyed, the women
were not likely to experience more or fewer STDs, unplanned
pregnancies, pregnancy "scares," incidents of coercive sex,
or total number of negative sexual outcomes on the basis of
their average monthly alcohol consumption.
2. In the population of college women surveyed, the women
were not likely to experience more or fewer unplanned
pregnancies, pregnancy "scares," incidents of coercive sex,
or total number of negative sexual outcomes on the basis of
their frequency of alcohol consumption prior to sexual
intercourse. They were likely to experience greater numbers
of STDs if they occasionally drink prior to intercourse;
those who always, usually, and never drink prior to
intercourse experienced fewer STDs.
3. In the population of college women surveyed, the women
were not likely to experience greater or lesser numbers of
unplanned pregnancies, pregnancy "scares," incidents of
coercive sex, or total number of negative sexual outcomes on
the basis of their sexual partner's frequency of alcohol
consumption prior to sexual intercourse. They were likely to
experience greater numbers of STDs if their sexual partners
occasionally drink prior to intercourse; those whose sexual
partners always, usually, and never drink prior to
intercourse experienced fewer STDs.
4. In the population of college women surveyed, those with a
higher average monthly alcohol consumption were more likely
to have had one or more experiences of sexual coercion than
those with a lower average monthly alcohol consumption.
5. In the population of college women surveyed, those with a102
higher average monthly alcohol consumption were more likely
to have had one or more STDs than those with a lower average
monthly alcohol consumption.
Recommendations
Education concerning the experience of other students
is one the best weapons against the youthful feeling of
invulnerability that contributes to unsafe sexual practices
on campus: when your best friend gets an STD, it hits home,
and students need to know how many of their friends are
getting them. Something that would be beneficial to college
students would be accurate information on the incidence and
prevalence of STDs in their population; such information is
not currently available.For instance, the number of new
cases of genital herpes infection that occurs annuallyin
the United States is unknown, because the U.S. does not have
a standardized reporting system for cases of symptomatic
genital herpes (Guinan, et al., 1985). We also lack a
standardized reporting system for all the other sexually
transmitted diseases other than AIDS, syphilis, gonorrhea,
AIDS, chancroid, and granuloma inguinale, the only five that
the Centers for Disease Control monitor.
It would be extremely helpful if all the college health
centers had a central information bank to report STDs to.
In the age of AIDS, rising or falling rates of chlamydia,
non-gonococcal urethritis, genital warts and all the other
less frightening STDs are extremely important indicators of
whether or not safe sexual practices are being followed.
Students need to be hit in the face with the fact that the
same behavior that results in a case of chlamydia can result
in AIDS.
It would also be extremely helpful if more studies were
done concerning the role of alcohol consumption and sexually103
transmitted diseases on campus. Students deserve to know
just how risky their behavior is, so that they can make
conscious, informed decisions.
Based on the conclusions of the study, the following
recommendations are suggested:
(1) Educate students as to the role of alcohol in coercive
sexual behavior and sexually transmitted diseases.
Studies such as the present one contain valuable
information that needs to get maximum exposure on campus.
Many colleges have organizations that actively attempt to
reduce substance abuse.It may be useful for acquaintance-
rape- and substance abuse-prevention specialists to
coordinate their activities and develop campus events,
presentations, publications, and policies that address their
mutual concerns. Peer education programs are especially
effective in this sensitive area.In an ideal college
curriculum, such programs would be required courses (Kraft,
1988; Abbey, 1991).
(2) Stress clear, honest communication.
Despite an increasingly open attitude toward sexuality
in recent years, it remains an area that people have great
difficulty discussing honestly. Many studies have shown that
men are more likely than women to interpret a variety of
verbal and nonverbal cues as evidence that a woman is
interested in having sex with a man (Abbey, 1982; Abbey and
Melby, 1986; Goodchilds et al., 1984).This ongoing
miscommunication feeds recurring arguments about incidents
that women see as rape, and men see as seduction.
Teaching college students, both men and women, how to
honestly and clearly convey their sexual intentions, and how
to interpret the intentions of their dates, would be a
powerful prevention strategy against coercive sex.If
sexual intentions are discussed openly, then misperception104
is less likely to occur, even when couples have been
drinking alcohol together (Abbey, 1991).
(3) Communicate the legal definition of rape-- and the fact
that intoxication is no excuse.
College students need to know that being intoxicated is
not an adequate legal or moral justification for rape. Women
need to be reminded of this just as much as men do, given
the tendency of both men and women to blame the women for
sexual assaults that occur under the influence of alcohol
(Richardson and Campbell, 1982; Warshaw, 1988). Although
there are many definitions of rape, it is legally defined in
most jurisdictions as sexual assault with penile penetration
of the vagina without mutual consent (Masters, Johnson, and
Kolodny, 1988, p.403).
(4) Implement more creative social programming on campus to
help students find non-alcoholic ways to have fun, express
emotions, socialize, and reduce stress.
Alcohol consumption leads to a multitude of negative
consequences for college students.However, it is also
intimately bound with innumerable positively rewarding
aspects of college life: emotional bonding with peers,
relaxation and romance, "cutting loose" and letting off
steam, relief from the pressures of academic performance and
parental expectations, and the pleasures of a childlike
sense of play and adventure. (Are there any campuses where
toilet-papering and squirt gun fights aren't regular
occurrences?)
Jimmy Breslin, the hard-drinking newspaper columnist,
poignantly summed up a large part of our society's seemingly
desperate need for alcohol when he said:
"In a world where there is a law against people ever
showing their emotions, or ever releasing themselves
from the grayness of their days, a drink is not a105
social tool.It is a thing you need in order to live."
--Breslin (1989)
Breslin's stance is extreme, and biased as well, but his
point is well-taken.We all need social and emotional
support and sustenance, but these don't have to come from
alcohol used as a "social tool." The collegiate environment
should be one in which people have ample opportunities to
learn to express themselves, and to learn how to "release
themselves from the grayness of their days" (Breslin, 1989)
in healthy, life-enriching ways. Health education programs
on college campuses have the crucial task of facilitating
this kind of adaptive learning.
Recommendations for Future Research
As was discussed in Chapter 1, the present study was an
exploratory study that was quite limited in scope.Should
future researchers wish to further explore the topic of
alcohol consumption and negative sexual outcomes, the
following suggestions are offered for their perusal:
1. A longitudinal study would give a more comprehensive
and accurate picture of the association of alcohol
consumption and negative sexual outcomes. A point-in-time
study such as the present one has serious limitations. To
illustrate:Women drink more heavily in the first year or
two of college than they do as seniors (Meilman, 1990).
This tendency was certainly evident in the subjects of the
present study. Logically, however, the likelihood of having
experienced negative sexual outcomes increases with the
passing years.Many a student acquires STDs during a
freshman year of heavy drinking, but goes on to become a106
more sober, sensible senior.Such a student's actual
experience affirms the positive correlation of alcohol
consumption with negative sexual outcomes, but her
questionnaire data as a senior would lend support to the
opposite hypothesis.
2.A much larger sample population would result in larger
cell sizes, enabling a greater proportion of significant
findings on the hypotheses tested.
3. Pilot testing on a broader range of subjects is
suggested.Adult women with an interest in the subject
matter would make a more critical audience than the lower
division students who were used to pilot the questionnaire
developed for the present study.Only one suggestion was
garnered from the pilot-- to ask what type of birth control
method(s) was being used.This suggestion was not heeded,
but was offered many times in the actual survey.
More than 30 students specifically mentioned that they
didn't use condoms because they believed themselves to be in
a monogamous relationship, and were takingoral
contraceptives. These women understandably appeared to feel
quite defensive about disclosing their non-usage of condoms.
4. Questions should be phrased so that they are equally
appropriate for heterosexuals and homosexuals.The survey
used was phrased as if all who answered it would be
heterosexual, and this was not the case. Also, some kind of
preface should be included to separate out those who
experienced incest or sexual abuse as children from those
who have experienced coercive sex in college, since sexual
behavior and outcomes on campus are the variables of
interest in this study. The Koss sexual victimization study
(1987) partially accomplished this by specifically asking
about coercive sexual experience that had occurred since age107
14.
5. In a future study, the questionnaire could be expanded
to include more questions to explore the topic and the
hypotheses, as well as make respondents more comfortable
with answering honestly.Such questions would include
assessments of past regrets regarding behavior under the
influence of alcohol, attempted rapes experienced, safe sex
practices followed, birth control method(s) used, number of
sexual partners, age at first intercourse, and a
relationship status question that would include "engaged" as
a category.
6. A future study could attempt to determine the
percentage of male-female interaction that includes alcohol
consumption.The present study found that alcohol was
involved in 59.7% of all coercive sex (verbally forced date
rapes), and in 68.5% of all physically forced date rapes.
One's first reaction to such figures is that alcohol
consumption obviously dramatically encourages sexual
coercion. However, if 98% of all male-female contact
involves alcohol consumption, then it becomes fairly
remarkable that 19.5 -38.3% of the date rapes must have been
perpetrated by sober men on sober women! In fact, if this
were the case, this research would indicate that the most
dangerous date would be one that is alcohol-free. However,
questions on social life and alcohol consumption weren't
asked, so related conclusions cannot be made.108
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WOMEN'S HEALTH--STUDENT SURVEY
1. Do you ever drink alcoholic beverages? (Circle one number)
1 YES
2 NO (IF NO, PLEASE SKIP TO QUESTION 4)
2.On how many occasions per month do you usually drink
alcoholic beverages?
NUMBER PER MONTH
3.On the average, how many drinks do you have on a typical
drinking occasion? (1 drink= 12 oz. beer, 5 oz. wine, or 1.5
oz. hard liquor)
NUMBER OF DRINKS
4.Which one of the following statements comes closest to
describing your own sexual intercourse experience? (Circle
one number)
1 I NEVER HAVE HAD SEXUAL INTERCOURSE
[IF SO, PLEASE SKIP TO QUESTION 13]
2 I HAVE SEXUAL INTERCOURSE RARELY (1 time per year
or less)
3 I HAVE SEXUAL INTERCOURSE OCCASIONALLY (1-11 times
per year)
4 I HAVE SEXUAL INTERCOURSE AT LEAST ONCE A MONTH
5 I HAVE SEXUAL INTERCOURSE AT LEAST TWICE A MONTH
6 I HAVE SEXUAL INTERCOURSE AT LEAST ONCE A WEEK
5.About how often do you drink alcoholic beverages before
having sexual intercourse?(Circle one number)
1 NEVER
2 RARELY
3 OCCASIONALLY
4 ABOUT HALF THE TIME
5 USUALLY
6 ALWAYS
1123
6.About how often does your sexual partner(s) drinkalcoholic
beverages before having sexual intercourse with you?
(Circle one number)
1 NEVER
2 RARELY
3 OCCASIONALLY
4 ABOUT HALF THE TIME
5 USUALLY
6 ALWAYS
7. Please indicate below whether or not you have had any of the
following conditions, and if you have, indicate how many
times, altogether, you have had the condition:
(Circle 1 for "NO"and 2 for "YES")
Have you ever had: NO YES
a. Chlamydia" 1 2How many times?
b. Gonorrhea" 1 2How many times?
c. Syphilis" 1 2 How many times?
d. An unplanned pregnancy
e. An unplanned pregnancy "scare"
(concern so great that you got
a pregnancy test) "
1
1
2
2
How many times?
How many times?
f. Venereal warts" 1 2
g. Genital herpes"
h. A negative HIV test (no
antibodies in blood to indicate
that you've been exposed to
1 2
HIV/AIDS) 7 1 2How many times?
i. A positive HIV test
(Antibodies in blood indicate
that you've been exposed to
HIV/AIDS) " 1 2 How many times?
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8. Have you ever experienced coercive physical contact(kissing, hugging,
or touching that you did not desire that was forcedthrough verbal
pressure and/or threats) ? (Circle one number)
1 NO
YES
8a.About how many times has this happened to you?
TIMES
8b.Thinking about the last time this happened to you:
(Circle one number for each)
I
DON'T
NO KNOW
a. Were you drinking? 1 2 3
b. Was the man drinking?1 2 3
9. Have you ever experienced coercive sexual intercourse (sexual
intercourse that you did not desire that was forced through verbal
pressure and/or threats) ? (Circle one number)
1 NO
YES
9a.About how many times has this happened to you?
TIMES
9b.Thinking about the last time this happened to you:
(Circle one number for each)
DON'T
NO YES KNOW
a.Were you drinking? 1 2 3
b.Was the man drinking?1 2 3
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10.Have you ever experienced date rape (sexual intercourse that
you did not desire that was physically forced on you
by a man you were dating or socializing with) ? (Circle one number)
1 NO
YES
10a. About how many times has this happened to you?
TIMES
10b. Thinking about the last time this happened to you:
(Circle one number for each)
DON'T
Ivo YES KNOW
a. Were you drinking? 1 2 3
b. Was the man drinking?1 2 3
11.Have you ever been raped by a stranger (had sexual intercourse,
that you did not desire, physically forced on you by a man you
didn't know) ? (Circle one number)
1 NOr2
lla. About how many times has this happened to you?
TIMES
lib. Thinking about the last time this happened to you:
(Circle one number for each)
DON'T'
IND ms KNOW
a.Were you drinking? 1 2 3
b.Was the man drinking?1 2 3
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12.When you have sexual intercourse, how often do you use a condom?
(Circle one number)
1 NEVER
2 RARELY
3 OCCASIONALLY
4 ABOUT HALF THE TIME
5 USUALLY
6 ALWAYS
The last section of this survey asks some general questions about you
for statistical analysis.This information will be used to describe the
groups of survey respondents, not to identify any one individual.
13.What was your age on your last birthday?
AGE
14.What was your class standing at the start of winter term, January
1991? (Circle one number)
1 FRESHMAN
2 SOPHOMORE
3 JUNIOR
4 SENIOR
5 GRAD STUDENT, MASTER'S PROGRAM
6 GRAD STUDENT, DOCTORAL PROGRAM
7 OTHER
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15.What is your home state?
1 OREGON
2 WASHINGTON
3 CALIFORNIA
4 IDAHO
5 OTHER--FROM UNITED STATES
6 OTHER--NOT FROM UNITED STATES
16.What is your marital status? (Circle one number)
1 MARRIED
2 SEPARATED
3 DIVORCED
4 WIDOWED
5 SINGLE, NEVER MARRIED
17.Which one of the following best describes your housing this term?
(Circle one number)
1 DORM
2 SORORITY
3 CO-OP
4 RELATIVE'S HOME
5 OFF CAMPUS HOUSE OR APARTMENT
6 OTHER (Specify
18.Which of the following best describes your living arrangements this
term? (Circle one number)
1 LIVING WITH HUSBAND
2 LIVING WITH PARENTS
3 LIVING WITH ROOMMATES
4 LIVING ALONE
5 COHABITATING WITH SEXUAL PARTNER
7 OTHER(Specify
19.Which of the following best describes your ethnic background? (Circle
one number)
1 NATIVE AMERICAN (AMERICAN INDIAN)
2 ASIAN, ASIAN-AMERICAN, OR PACIFIC ISLANDER
3 BLACK
4 HISPANIC, LATINO, OR MEXICAN-AMERICAN
5 WHITE, NOT OF HISPANIC ORIGIN
6 ARABIC
7 OTHER (Specify
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20.What would you say was your family's average yearly household income
while you were growing up?
(Circle one number)
1 Under $12,000
2 $12,000 to $24,000
3 $24,001 to $36,000
4 $36,001 to $48,000
5 $48,001 and above
21.What is your religious preference?
(Circle one number)
1 NONE
2 CATHOLIC
3 PROTESTANT
4 OTHER CHRISTIAN (NON-DENOMINATIONAL)
5 JEWISH
6 MUSLIM
7 BUDDHIST
8 OTHER (Specify
22.Have you gone to the Student Health Center for a check-up or any type
of medical treatment since classes started in September?
(Circle one number)
1 NO
2 YES
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23.(Optional) Thinking of yourself and your friends on campus-- How
important a role do you feel alcohol plays in terms of sexual
behavior, sexually transmitted diseases, unwanted pregnancies, and
coercive sexual behavior?
24.Is there anything you would like to add about filling out this
questionnaire or about the topics covered?Please use the space
below.
Thank you very much for your assistance with this survey!
8